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INSIDE  H.IVI.A.B. 


In  1850  Oliver  Wendell  Holmes  and  the  six  other  members  of  the  Medi- 
cal Faculty  of  Harvard  University  submitted  an  article  to  the  Amer- 
ican Medical  Association,  subsequently  published  in  The  Boston 
Medical  and  SiirgicalJournal,  titled  "Practical  Views  on  Medical  Edu- 
cation." In  the  first  of  18  numbered  comments  they  firmly  observed, 
"Medical  instruction  should  be  adapted  to  the  power  of  students  to 
receive  and  retain  what  is  communicated  to  them,  and  should  be 
confined  to  what  is  important  to  them  in  their  subsequent  life."  In 
number  16  they  pointed  out,  "The  longest  lectures  are  of  little  use  to 
students  who  want  a  common  education,  and  whose  medical  education 
does  not  qualify  them  afterwards  to  observe,  to  inquire  and  to 
discriminate." 

These  views  might  as  well  have  been  contributions  to  the  thinking 
that  has  gone  into  HMS's  New  Pathway  Project  in  General  Medical 
Education,  an  entirely  new  curriculum  slated  to  start  135  years  later,  in 
1985,  for  25  entering  students— members,  appropriately,  of  the  Oliver 
Wendell  Holmes  Society.  In  this  issue,  we  report  on  the  New  Pathway 
with  a  several-part  piece,  including  a  letter  from  Dean  Tosteson,  a 
history  of  the  planning  process,  a  progress  report,  and  a  student's 
perspective. 

In  other  school  news,  we  introduce  two  new  faces  in  Building  A: 
Will  Cochran  '52,  new  Alumni  Association  director— who  unwittingly 
wrote  his  own  profile  over  the  years  in  reunion  reports  for  Harvard 
College  and  HMS—  and  Bill  Stone,  new  dean  for  resources. 

Three  pieces  in  this  issue  touch  on  doctors  and  the  experience  of 
illness:  Elissa  Ely  '87  muses  in  Student  Forum  on  the  line  between  cure 
and  comfort;  Deborah  Zamcheck.  Atwood  and  Kimball  Atwood  '79 
speak  eloquently  of  their  experience  after  an  automobile  struck  Deborah, 
leaving  her  critically  injured;  and  psychiatrist  Edward  Hallowell  con- 
tributes an  excerpt  from  a  novel  about  the  symbiosis  of  therapist  and 
patient. 

In  a  look  at  times  gone  by,  HMAB  editor  and  thoracic  surgeon 
Gordon  Scannell  reports  on  little-known  Sam  Robinson,  who  in  the 
early  part  of  this  century  developed  a  positive  pressure  chamber  at 
Massachusetts  General  Hospital  that  allowed  surgeons  to  operate  within 
the  open  chest  of  an  anesthetized  patient. 

Finally,  two  pieces  contemplate  modern  times;  Rita  Charon  '78 
shares  her  impressions  of  the  New  York  hospital  strike  this  past  summer, 
and  photojournalist  Jerry  Berndt  chronicles  life  at  Boston's  Long  Island 
Shelter  for  the  Homeless. 


—  Lisa  W.  Drew 
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LEHERS 


Family  Feeling 


Internists  in  Primary  Care 

On  Class  Day  1984,  a  non-reunion 
year  for  me,  I  found  myself  in  Boston 
and  in  the  Quadrangle,  hungry  for  an 
anamnestic  surge  of  HMS  family  feel- 
ing as  splendidly  generated  at  our 
25th,  seven  years  ago.  I  wasn't  disap- 
pointed. Reinforced  by  the  promi- 
nence in  alumni  affairs  of  classmates 
Kay  Clawson  and  Will  Cochran,  the 
relevance  of  our  HMS  experience  to 
1984  seemed  clear. 

However,  I  couldn't  help  feeling 
somewhat  estranged  after  reading  the 
Spring  1984  Bulletin  on  primary  care 
at  Harvard,  which  seemed  to  suggest 
that  today's  HMS  is  oblivious  to  its 
historic  contribution  to  a  principal 
source  of  primary  care:  the  office- 
based  internist.  The  Bulletin's  indi- 
vidual stories  were  undeniably  inter- 
esting, but  why  was  the  entire  focus 
on  hospital-based  practice,  subsidized 
HMOs,  urban  clinics,  or  almost  ro- 
mantically remote  rural  outposts? 

As  the  American  Society  of  In- 
ternal Medicine  has  had  some  suc- 
cess pointing  out  — at  least  away  from 
Shattuck  Street— quality  primary  care 
is  and  will  be  provided  by  internists 
in  private  practice.  Many  of  them, 
like  me,  are  proud  graduates  of  HMS. 
Certainly  there  are  maldistribution 
problems  we  cannot  solve  without 
some  initiatives  by  medical  schools 
and  government,  but  the  current  be- 
lief, apparently  pervasive  at  Harvard, 
that  students  can  only  choose  between 
academe  and  the  clinic  is  both  de- 
pressing and  incorrect. 

Many  of  us  have  found  the  private, 
office-based  practice  of  internal  med- 
icine, with  or  without  a  strong  sub- 
specialty interest,  a  personally  satis- 
fying and  socially  useful  way  of  pro- 
viding primary  care.  It  would  be  a 
pity  if  this  career  choice  is  being  lost 


as  a  vigorous  option  at  Harvard,  and 
the  loss  would  be  particularly  grievous 
if  it  were  due  to  administrative  failure 
to  provide  sufficient  faculty  role  mod- 
els from  the  host  of  happy  front-line 
internists. 

—James  S.  Bernstein  '52 

On  Alumni  Notes 

The  summer  issue  is  even  better  than 
average,  and  that  is  a  compliment. 
But  I  don't  understand  the  breakdown 
of  specialty  choices  among  the  Class 
of  '84  on  page  9.  Why  is  poor  old 
psychiatry  down  to  six?  And  neuro- 
surgery down  to  one!  It  seems  appro- 
priate that  ophthalmology  should  be 
going  up,  but  why  only  nine  in  primary 
care,  in  spite  of  the  Bulletin's  mag- 
nificent cover,  the  story  by  Robert 
Lawrence,  and  the  candor  of  Suzanne 
Johannet? 

The  Alumni  Notes  are  so  human, 
some  even  super-human!  Some  of 
them  are  so  nearly  what  I  myself  feel 
and  might  write  that  I  almost  look 
for  my  name  to  be  signed!  Others  say 
they  are  retiring— kind  of  pathetic. 
But  more  write  in  to  say  they  are  not 
retiring  (never  will,  I  hope).  They 
want  us  to  know  it,  listing  the  things 
they  are  still  doing.  '"Fm  still  a  full- 
time  professor,"  says  one,  not  brag- 
ging, really:  just  wants  us  to  know. 
Then  it  gives  one  a  little  pang,  here 
and  there,  to  read  about  illness— a 
stroke  or  a  heart.  Some  almost  apol- 
ogize—"just  limited  consultations 
now."  "a  few  appointments  in  the 
afternoon,"  "no  long  therapy  cases: 
too  much  responsibility,"  "haven't  quit 
ieacWmg— entirely  " 

They  seem  obliged  to  try  to  en- 
courage one  another,  bless  their  ther- 
apeutic hearts.  But  NONE  admit  that 
they  have  quit  driving  a  car!  (We 
should  bra%.)  A  few  like  to  mention 


Florida  and  Tucson  and  Europe: 
others  talk  about  sons  and  daughters 
in  practice  or  research  — even  in  ath- 
letics! 

What  did  Ulysses  brag  about  in 
his  old  age?  And  how  old  was  old 
then?  Were  there  no  mortals  left 
around  for  him  to  run  down  and  kill? 
And  better,  what  did  Hippocrates  and 
Galen  do  when  they  got  old? 

—  Karl  Menninger  '17 


The  editors  welcome  letters  from 
readers,  particularly  in  regard  to  arti- 
cles published  recently  in  the  Harvard 
Medical  Alumni  Bulletin.  Letters 
should  be  brief,  double  spaced,  sub- 
mitted in  duplicate,  and  marked  "for 
publication."  Not  all  letters  can  be 
used:  those  accepted  will  become  the 
property  of  the  HMAB  and  may  be 
edited,  although  we  are  unable  to 
provide  pre-publication  proofs. 
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STUDENT  FORUM 


Between  Cure  and  Comfort 


by  Elissa  Ely  '87 


Next  fall  my  work  on  the  hospital 
wards  begins.  Four  years  later,  I 
should  be  a  doctor.  I  wonder  at  times 
how  this  will  be  possible,  for  I  am 
adept  at  ignoring  unpleasantness, 
while  doctors  make  a  profession  of 
involving  themselves  with  illnesses 
that  won't  go  away  without  interven- 
tion. Doctors  enforce  truth;  they  con- 
firm what  most  patients  suspect  but 
yearn  to  ignore  about  their  bodies. 
When  my  dentist  doesn't  find  the 
cavity  I  know  I  have,  he  fails  in  his 
responsibility  to  make  me  acknowl- 
edge it.  No  matter  how  relieved  I  am, 
he  has  failed  me.  Negligence  is  when 
a  doctor  doesn't  notice  what  a  patient 
already  knows. 

Two  years  ago,  before  entering 
school,  I  volunteered  on  the  patient 
floors  of  a  cancer  hospital.  I  filled 
water  pitchers,  dressed  in  a  pink 
smock  that  divested  me  of  the  au- 
thority anyone  might  have  wished  to 
believe  I  had.  Some  of  the  patients 
were  peremptory,  some  chatty,  some 
kind  — with  a  strange  and  extraordi- 
nary charm  the  very  sick  can  show 
the  healthy.  One  evening,  I  met  an 
old  woman,  tiny  like  my  grandmoth- 
er, with  ankles  thick  and  dangling 
from  the  bed,  just  as  my  grandmoth- 
er's do.  I  noticed  how  slowly  she  was 
eating,  and  asked  about  the  dinner. 

"It's  good  — for  a  healthy  person," 
she  said.  She  spoke  very  softly.  "It's 
pea  soup.  That's  good.  But  it's  got 
salt.  That's  bad.  I  can't  eat  salt  on 
account  my  stomach.  But  I  don't  like 
to  complain  here.  They  do  enough. 
So— excuse  me— I  spitted  it  out." 

She  looked  at  me  through  thick 
glasses.  "It's  a  tumor  started  on  my 
stomach,"  she  said.  "The  doctors  told 
my  son  now  it's  spread.  Into  the  chest, 
and  up  into  the  lungs  even  a  little." 
Her  eyes,  magnified  by  the  lenses, 
were  terribly  large  and  clear.  One  foot 


swayed  in  the  space  between  bed  and 
floor.  "Not  so  bad,  gotenyu,  if  you're 
already  old,"  she  said. 

The  arm  that  wasn't  holding  her 
fork  was  wrapped  in  a  swaddling  of 
warm  towels.  She  pointed  to  it.  "Three 
times  to  start  those  needles  in  my 
veins— except  the  needles  didn't  take. 
Now  they  got  the  head  nurse  to  come 
and  try.  It's  the  chemical  therapy.  But 
I  don't  want  a  fourth  time.  It  hurts.  I 
don't  like  to  complain.  But  look  how 
big." 


The  woman  was  asking 
nie  to  attend  her  pain- 
to  pay  it  court— 
when  I  was  unable  to 
alleviate  it.  No  one  could: 
the  chemicals  were  a 
formality,  the  nurse  a 
source  of  discomfort, 
the  soup  salty. 


I  looked  straight  into  her  eyes;  I 
couldn't  bear  to  look  down.  "Look," 
she  said.  She  pointed  to  her  arm  and 
I  looked  at  her  face.  The  room  was 
hot.  I  wanted  to  edge  toward  the  hall 
and  the  nursing  station,  where  it  was 
cool,  and  where  the  distance  from 
her  room  was  proportional  to  my 
distance  from  her  pain.  "Look,"  she 
said  again,  and  finally  I  did;  and  to 
my  shame  and  confusion,  knew  I  was 
going  to  faint. 

I  cut  her  off  in  mid-sentence  and 
backed  out  of  the  room.  I  remember 
the  way  her  face  collapsed. 


How  effective  a  physician  is  one 
who  faints  at  her  patient's  pain?  One 
of  my  uncles  is  a  surgical  oncologist 
in  Dallas.  When  I  told  him  what  had 
happened,  he  said  he  understood  it 
in  one  word:  helplessness.  "It  was 
not  the  cancer  itself  that  made  you 
faint,"  he  said.  "It  was  your  knowl- 
edge that  you  couldn't  do  anything  to 
it.  I  don't  faint  around  my  patients 
because  they  need  me  to  fight  for 
them.  Doctors  get  to  fight." 

I  think  maybe  he  was  right.  The 
line  between  cure  and  comfort  is 
critical;  when  one  is  impossible,  the 
other  is  still  within  reach.  The  woman 
was  asking  me  to  attend  her  pain  — to 
pay  it  court  — when  I  was  unable  to 
alleviate  it.  In  fact,  no  one  could:  the 
chemicals  were  a  formality,  the  head 
nurse  a  source  of  more  discomfort, 
the  soup  salty. 

There  was  a  twilight  period  in  my 
father's  degeneration,  a  couple  of 
months  when  he  was  too  sick  to  work 
but  not  yet  sick  enough  for  final  res- 
idency in  some  hospital.  He  lived  at 
home,  in  bed  and  occasionally  else- 
where. I  remember  one  soft  chair  in 
the  living  room;  most  of  the  time  it 
was  empty,  but  every  once  in  a  while 
he  would  be  very  quiet  and  tired  in 
the  corner,  somewhere  in  that  chair. 
On  those  nights,  my  sister  and  I  were 
asked  — when  we  tried  to  find  our 
favorite  horse  — not  to  punch,  or 
bounce  on  his  stomach,  or  scream  in 
his  ear.  We  never  did,  either,  and 
now  our  restraint  seems  to  me  the 
closest  we  came  to  understanding  our 
love. 

We  had  a  family  doctor  who  over- 
saw all  of  us,  a  man  with  whom  my 
parents  socialized  peripherally.  He 
stitched  and  dosed  us,  pierced  ears 
and  wrapped  sprains,  knocked  on 
knees,  knew  our  glands  intimately, 
and  once  came  out  to  the  car  to  vac- 
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cinale  me  after  I  had  ragingly  locked 
myself  in.  It  was  always  a  relief  to  be 
done  with  him. 

Dr.  X  had  examined  my  father 
when  the  first  spot  appeared  on  a 
lung  X-ray:  it  was  he  who  quietly  sug- 
gested the  first  specialist,  and  he  who 
followed  the  medical  progress,  deci- 
phering for  my  mother  the  diagnos- 
tic and  increasingly  fatalistic  lingo. 
During  my  father's  twilight,  he  came 
every  day  — twice  a  day  — with  injec- 
tions. Months  he  came.  Mc^nths. 

Several  weeks  after  my  father  died, 
the  doctor  left  a  note  in  our  mailbox. 
The  note  was  simple.  It  said  that  he 
realized  my  mother's  life  had  become 
financially  as  well  as  emotionally 
tangled,  and  that  she  should  not  worry 
about  his  bill  until  her  resources  and 
her  strength  had  returned  to  her. 

Doctors  get  to  fight.  When  they 
aren't  fighting,  and  they  know  how 
to,  they  get  to  comfort.  Dr.  X  did 
both.  He  served  as  a  traditional  phy- 
sician at  first,  and  when  cure  was  no 
longer  a  possibility,  made  the  transi- 
tion to  comforter.  In  this  second  role, 
he  kept  life  as  painless  as  possible  for 
my  father  while  he  lived,  and  for  my 
mother  after  he  died. 

It  seems  to  me  that  there  are  two 
responses  to  death:  a  first  powerful 
k)bby  of  fear  and  revulsion:  and  be- 
neath it.  an  intact  sense  of  gratitude 
and  relief— because  at  last  the  body 
has  closed  its  doors  to  pain.  1  don't 
know,  myself,  how  to  push  past  the 
fear  and  the  helplessness.  1  dont  think 
the  answer  lies  in  ceremonially  ex- 
changing a  pink  smock  for  a  white 
robe.  Somehow  it  has  to  do  with  a 
courage  — acquired  or  innate,  I  don't 
know  — but  a  courage  like  Dr.  X's  that 
is  the  opposite  oi  negligence,  anil 
that  says,  firmly:  here  is  the  truth; 
we  must  live  here.  D 

Before  she  came  to  HMS.  Elissa  Ely 
spent  four  years  us  a  freelance  writer. 
She  recently  piihlished  an  article  in 
Boston  Magazine,  liilecl  "Diary  of  a 
Doctor-to-Be. " 
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Update  on  McLean 

In  a  second  effort  to  establish  bonds 
with  McLean  Hospital.  Hospital  Cor- 
poration  of  America  iHC.Ai.  a  pri\aie 
international  hospital  chain,  has  sub- 
mitted a  prtipo.sal  to  lease,  rather  than 
buy,  McLean.  Last  year  an  HCA  pro- 
pi>sal  to  purchase  the  institulii>n  was 
turned  down  after  an  HMS  lacull\ 
eommillee  atlvisetl  against  ii  (repi>rted 
in  the  Spring  h)(S4  lhilUiin\.  1  hough 
the  committee's  report  acknowkxiged 
the  varit)us  benefits  of  the  pri^posed 
sale,  it  also  recognized  that  many 
faculty  members  fell  "a  close  relalion- 
shi]-)  between  Har\ard  and  a  for-profit 
health-care  |iro\ider  to  be  wrong  be- 
cause it  wouKI  teiul  to  sustain  pene- 
tration of  the  health-care  system  In 
investor-^>wne(.l  companies,"  aiul  that 
the  operatiiMi  of  leaching  hospitals 
■"should    iiol    be    influeiiecil   In    the 


motivation  for  profit." 

The  new  proposal  is  designeil  to 
meet  many  i>f  those  objections.  Mc- 
Lean wi>ukl  continue  to  be  imiieil  b\ 
McLean  Hospital  C\>rporalion  (an 
affiliate  of  M(iH>,  retaining  its  current 
governance  structure  and  nonprofit 
status  — and  wi>ukl  receive  much- 
nectled  renovation  funds  cii  VV">  mil- 
lion in  aiklilion  to  an  annual  "lease 
fee."  HC" A  would  lease  McLean  for 
an  initial  periinl  oi  2t)  to  2.">  \ears. 
The  McLean  Board  i>f  Trustees  could 
terminate  the  lease  on  ^H)  ilays'  nt>tice, 
with  or  without  cause,  at  any  time. 
McLean  would  be  v>liliged  to  repay, 
o\er  time.  onl\  the  unamorii/'ed 
amount  o{  leasehold  imprmenieni 
costs.  Iwo  of  McLeans  trustees  wouki 
be  selected  In  HC"  \. 

McLean  lacidi\  and  staff  were 
presented  with  the  new  propt^sal  this 
summer.  ""  The  respvMise  of  the  Har- 
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vard  faculty  at  McLean,"  said  McLean 
general  director  Francis  de  Marneffe, 
quoted  in  the  Harvard  University 
Gazette,  "has  been  very  different  than 
it  was  to  last  year's  proposal."  He  attri- 
buted the  change  to  several  factors, 
including  the  many  differences  be- 
tween the  two  proposals,  and  the  open 
discussion  over  the  past  10  months 
between  staff  and  faculty,  adminis- 
tration and  trustees.  In  a  memo  dis- 
tributed to  the  McLean  community, 
McLean  board  chairman  Francis  H. 
Burr  wrote  that  it  would  be  difficult 
for  the  hospital  to  raise  the  necessary 
funds  through  conventional  means  of 
borrowing  and  fund  raising,  and  that 
"an  attempt  to  continue  the  status 
quo  would  in  all  probability  lead  to 
great  misfortune." 

The  advantages  to  HCA  of  the 
arrangement  would  be  the  addition 
of  the  strength  and  prestige  of  HMS, 
MGH,  and  McLean  to  the  HCA  psy- 
chiatric services.  HCA  now  owns  over 
400  hospitals,  28  of  which  are  psy- 
chiatric institutions.  n 


Leaders  in  American  Medicine 

This  year's  Leaders  in  American  Med- 
icine series  at  Countway  Library  fea- 
tures five  men  well  known  to  the  HMS 
community,  three  of  whom  are  grad- 
uates of  the  school.  The  multi-insti- 
tutional combined  film  and  discussion 
series,  established  in  1974  by  George 
E.  Gifford  Jr.,  annually  highlights  the 
careers  and  contributions  of  outstand- 
ing physicians  and  dentists.  Already 
this  year  the  program  has  celebrated 
the  work  of  Samuel  H.  Proger  and 
Lloyd  E.  Hawes  "37.  It  continues 
with  programs  devoted  to  James  M. 
Dunning,  Claude  E.  Welch  '32,  and 
Francis  D.  Moore  "39. 

The  next  session,  which  will  con- 
vene on  January  23,  will  focus  on 
James  M.  Dunning,  professor  of  eco- 
logical dentistry  emeritus  at  Harvard 
School  of  Dental  Medicine.  During 
Dunning's  tenure  as  dean  from  1947 
to  1952,  HSDM  was  awarded  full 
accreditation  by  the  Council  on  Den- 
tal Education  of  the  American  Dental 
Association.  From  1935  to  1965  he 
was  director  of  the  University  Dental 
Health  Service  in  Cambridge.  His 
book  Principles  of  Dental  Public 
Health,  published  in  1962,  is  consid- 
ered a  standard  text  in  its  field. 

Participants  for  this  session  include 
Myron  Alukian,  of  the  Boston  De- 
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partment  of  Health  and  Hospitals; 
Anthony  Jong,  associate  dean  for 
academic  affairs  at  Boston  University 
School  of  Graduate  Dentistry;  and 
James  H.  Shaw,  professor  of  nutrition 
at  HSDM. 

The  session  on  March  13  will 
feature  Claude  E.  Welch,  clinical  pro- 
fessor of  surgery  emeritus  at  HMS. 
An  internationally  recognized  author- 
ity on  abdominal  surgery  with  a  spe- 
cialty in  gastrointestinal  disease  and 
cancer,  Welch  is  senior  surgeon  at 
Massachusetts  General  Hospital, 
where  he  has  been  on  the  staff  for 
many  years.  He  holds  the  highest 
honor  of  the  American  Medical  As- 
sociation—the Distinguished  Service 
Award  — and  is  past  president  of  the 
American  College  of  Surgeons,  the 
American  Surgical  Association,  and 
the  Massachusetts  Medical  Society. 
He  is  author  of  Surgery  of  the  Stom- 
ach and  Duodenum,  which  has  been 
translated  into  several  languages, 
and  has  written  several  hundred  ar- 
ticles on  gastrointestinal  diseases  and 
cancer. 

Three  HMS  professors  will  be  dis- 
cussants for  the  program:  Arnold  S. 
Relman,  professor  of  medicine  and 
editor  of  the  New  England  Journal  of 
Medicine;  George  S.  Richardson, 
associate  professor  of  surgery;  and 
Paul  S.  Russell,  John  Homans  Pro- 
fessor of  Surgery. 

Concluding  this  year's  series  will 
be  a  program  on  April  10  devoted  to 
Francis  D.  Moore,  Moseley  Profes- 
sor of  Surgery  Emeritus  at  HMS.  A 
distinguished  surgeon,  Moore  is  per- 
haps best  known  for  his  investigative 
work  involving  the  use  of  radioactive 
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isotopes  in  metabolic  studies  in  sur- 
gery, which  resulted  in  improvements 
in  basic  surgical  care.  He  has  been 
affiliated  with  HMS  throughout  his 
long  career,  and  has  received  numer- 
ous awards  and  honorary  degrees.  He 
was  Moseley  Professor  of  Surgery  and 
surgeon-in-chief  of  Peter  Bent  Brig- 
ham  Hospital  from  1948  to  1976,  and 
Elliot  Carr  Cutler  Professor  of  Surgery 
from  1976  to  1980.  Moore  was  presi- 
dent of  the  American  Surgical  Asso- 
ciation in  1972  and  received  its  Samuel 
D.  Gross  Medal  in  1978.  In  1973  he 
was  awarded  the  Bigelow  medal  of 
the  Boston  Surgical  Society,  and  he 
received  an  honorary  degree  at  the 
HMS  Bicentennial  Convocation.  He  is 
editor  of  the  book  review  section  of 
the  New  England  Journal  of  Medicine , 
president  of  the  Massachusetts  Health 
Data  Consortium,  and  author  of  many 
articles  in  his  field. 

Participating  in  the  program  will 
be  Martin  C.  Moore-Ede,  associate 
professor  of  physiology  at  HMS;  David 
C.  Sabiston,  James  B.  Duke  Profes- 
sor of  Surgery  at  Duke  University; 
and  Richard  E.  Wilson,  professor  of 
surgery  at  HMS. 

The  late  Samuel  H.  Proger,  chair- 
man of  the  Department  of  Medicine 
at  Tufts  University  School  of  Medi- 
cine, was  the  subject  of  the  series" 
first  program,  held  October  3.  Proger, 
who  died  this  past  May  at  the  age  of 
78,  was  chairman  of  the  Tufts  depart- 
ment from  1948  to  1971.  and  presi- 
dent and  physician-in-chief  of  New 
England  Medical  Center.  As  a  result 
of  his  guidance,  NEMC,  which  con- 
sisted of  20  beds  in  1930,  is  today 
transformed  into  a  452-bed  teaching 
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hospital  center  with  25  buildings  lo- 
cated in  downtown  Boston.  In  the 
process  of  expanding  the  center, 
Proger  was  responsible  for  geograph- 
ically linking  the  medical  and  dental 
schools.  Noted  for  his  research  in  car- 
diology, he  was  first  to  describe  the 
connection  between  salt  intake  and 
congestive  heart  failure.  He  was  also 
able  to  demonstrate  the  positive  re- 
sults of  exercise  for  patients  with 
angina  pectoris,  and  has  been  des- 
cribed by  colleagues  and  friends  as 
"one  of  the  outstanding  physicians, 
philosophers,  and  innovators  in  med- 
icine for  the  past  50  years." 

Discussants  for  this  session  were 
Marshall  M.  Kaplan,  professor  of 
medicine;  Jerome  P.  Kassirer,  profes- 
sor of  medicine:  and  $hekK)n  M. 
Wolff,  professor  and  chairman  of  the 
Department  of  Medicine,  all  al  Tufts 
University. 

November  7  saw  a  program  de- 
voted to  Lloyd  F.  Hawes.  professor  of 
radiology  emeritus  at  University  of 
Mas.sachusettsand  former  radiologist- 
in-chief  of  Peter  Bent  Brigham  Hos- 
pital. Hawes  has  been  cited  for  his 
research  on  radiology  as  related  to 
CjI  tlisorders.  He  was  a  former  lecturer 
on  railiology  al  HMS.  anti  former 
member  of  the  staff  at  both  Tufts  and 
Boston  University  schools  of  medi- 
cine. An  expert  on  the  histi^ry  of  radi- 
oU>gy.  Hawes  assembled  the  nation's 
largest  historical  ci^lloclion  of  radio- 
logical lilerature  and  e(.|uipmenl  and 
presenled  il  to  Cmintway  Library  in 
\^)M.  The  collection  consists  oi  over 
1. ()()()  bcHiks,  early  x-ray  catalogs, 
reports,  autographed  papers,  aiul 
equi|-)meiit   from   the  lalo    bSOO's  to 


modern  times.  Hawes  was  named 
honorary  curator  of  the  Historical 
Collection  in  Radiology  at  Countway 
Library,  and  has  also  .served  as  histo- 
rian of  the  New  England  Roentgen 
Ray  Society.  He  is  an  international 
authority  on  antique  ceramics,  in  par- 
ticular Wedgwood. 

Discussants  for  this  program  were 
Reginald  Greene,  associate  radiolo- 
gist-in-chief of  Ma.ssachusetts  General 
Hospital;  Marjorie  J.  Lemay,  as.sociate 
professor  of  radiology  at  HMS:  and 
Wladimir  Zezulin,  staff  radiologist  at 
the  Lahey  Clinic. 

Leaders  in  American  Medicine  is 
run  under  the  ioint  auspices  of  Lerov 
D.  Vandam.  M.D.:  Mark  D.  Altschule 
32:  J.  Worth  Estes.  M.D.:  Richard  .1. 
Wolfe:  and  Mrs.  George  E.  Gifford 
Jr.  The  program  is  sponsored  by  Bos- 
ton University  School  of  Medicine, 
the  Benjamin  Waterhouse  Medical 
History  Society,  Boston  Medical  Li- 
brary, Brown  University  Program  in 
Medicine,  HMS.  and  Tufts  Univer- 
sity School  of  Medicine  — and  is  made 
po.ssible  by  a  grant  to  Boston  Medical 
Library  by  Smith.  Kline,  and  French 
Laboratories.  All  programs  take  place 
on  Wednesday  afternoons  at  4:,1(),  in 
Countway  Library.  Refreshments  are 
served  one  half-hour  before  each 
program.  D 

Making  the  Grade 

One  left  China  four  years  ago:  one 
came  from  Vietnam.  One  had  been  a 
junior  champion  tennis  player:  an- 
other had  entered  national  ice  skating 
competititins.  One  was  an  architect 
who  had  served  in  the  Navy.  Several 
had  worked  in  the  Peace  C\>rps.  Thev 
represent  2^i  states  and  four  foreign 
countries,  and  include  alumni  of  6.^ 
colleges.  All  in  all,  the  Ibd  members 
of  the  entering  Class  o\  '8K  form  a 
remarkably  diverse  group. 

Perhaps  ihe  most  striking  statistic 
about  ihe  class  is  the  number  of 
women  — 75.  or  45  percent  -  the  high- 
est in  HMS  history.  In  addition,  the 
number  o{  black  stutlenls  has  grown 
from  10  last  year  to  I.S  this  year-  the 
highest  in  three  \ears.  This  increase 
came  about  because  nunc  black  ap- 
plicants, once  accepted  to  HNLS. 
chi^se  to  enri^ll.  Gerald  Foster  "51. 
director  of  admissii>ns,  credits  the 
welcoming  atmosphere  created  by  the 
Committee  on  Admissions  aiul  the 
efforts  o{  iHir  current  students  who 


participated  in  the  admissions  pro- 
cess, conducted  tours,  and  were  most 
hospitable  to  interviewed  and  ac- 
cepted applicants. 

The  Cia.ss  of  ''!*,>*,  is  also  the  first  in 
recent  years  in  which  the  greatest 
number  do  not  come  from  .New  York 
State.  That  honor  belongs  to  Califor- 
nia, which  produced  32  members. 
New  York  came  in  a  close  second 
with  30.  and  Massachusetts  trailed 
with  24.  Harvard  led  the  colleges  with 
.^6  members.  Princeton  and  Stanford 
tied  with  10  apiece,  followed  by  9 
from  Yale.  Alumni  and  faculty  off- 
spring account  for  15  cla.ss  members. 

Also  noteworthy  was  a  gRwing 
trend  in  the  interview  pri)cess:  more 
applicants  took  advantage  of  the  re- 
gional interviews  in  San  Francisco. 
Chicago.  Atlanta,  and  Austin.  Texas. 
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These  interviews,  in  which  each  stu- 
dent is  interviewed  by  an  admissions 
committee  member  and  an  HMS  grad- 
uate who  lives  nearby,  involved  a 
greater  number  of  alumni. 

Foster  is  particularly  pleased  that 
an  increasing  number  of  accepted 
applicants  are  taking  advantage  of 
the  deferred  enrollment  option.  These 
students  will  spend  this  year  under- 
taking projects  that  are  personally  or 
intellectually  rewarding.  They  will 
return  next  year  to  enrich  the  Class 
of  '89.  D 

Adams,  Marc  A. 

Eiloree,  SC  (Emory) 

Angle,  Pamela  J. 

Wellsville,  OH  (Trinity) 

Appel,  Marvin  L. 

Great  Neck,  NY  (Harvard) 

Aronow,  Michael  S. 

New  Rochelle.  NY  (Harvard) 

Aronson,  Elaine  T. 

West  Hempstead.  NY  (Harvard) 

Askins,  Howard  L. 

Queens  Village,  NY  (Brown) 

Austin,  Richard  E.,  Jr. 

Garden  Grove,  CA  (Princeton) 

Bailey,  Claire  M. 

Englewood.  CO  (Knox  College) 

Barncastle,  John  P. 

Albuquerque,  NM  (U.  of  New  Mexico) 


Barnes,  Nathaniel 

Port  Arthur,  TX  (Brown) 

Berggren,  Ruth  E. 

Westport.  CT  (Oberlin) 

Bergus,  Boris  O. 

Newark,  NJ  (Seton  Hall  I 

Bienenstock,  Arielle  N. 

Belle  Harbor,  NY  (Princeton) 

Blacklow,  Stephen  C. 

Glencoe,  IL  (Harvard) 

Blevins,  Nikolas  H. 

Los  Angeles,  CA  (Stanford) 

Bolden,  Norman 

Cleveland  Heights.  OH  (Case  Western 
Reserve) 

Borofsky,  Harriet  B. 

Ardmore,  PA  (Brown) 

Callaway,  George  H. 

Maryville,TN(U.  ofNCat 
Chapel  Hill) 

Canin,  Ethan  A. 

Los  Angeles.  CA  (Stanford) 

Canning,  Susan 

Boynton  Beach.  PL  (Barnard) 

Carpenter,  Regina  A. 

Berrier  Springs.  MI  (U.  of  Michigan) 

Chang,  T.  Debuene 

Oakland,  CA  (UC  Berkeley) 
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Chaplin,  Margaret  M. 

Wellesley,  MA  (Swarthmore) 
Cheung,  Luke  P. 

Sacramento,  CA  (Harvard) 

Chaio,  Judy  H. 

New  York,  NY  (Columbia) 

Christakis,  Nicholas  A. 

Washington,  DC  (Yale) 

Chueh,  Henry  C. 

Houston,  TX  (Harvard) 

Chung,  Daniel  C. 

Honolulu,  HI  (Harvard) 

Cohen,  Lawrence  M. 

Newton,  MA  (Harvard) 

Cohen,  Steven  M. 

Newburgh,  NY  (Harvard) 

Cohn,  Morton  J. 

Palo  Alto,  CA  (UC  Berkeley) 

Connick,  Elizabeth 

Berkeley,  CA  (Bryn  Mawr) 

Connolly,  Andrew  J. 

Naples.  PL  (Princeton) 

Corsetti,  John  R. 

North  Providence,  RI  (Dartmouth) 

Craner,  James  A. 

Springfield.  NJ  (Princeton) 

Curran  Arlene  A. 

Brooklyn.  NY  (Yale) 

Davila,  Marta  L. 

San  Jose.  CA  (UC  Davis) 
Davis,  Linda  S. 

Hingham.  MA  (Williams) 

Diaz-Rohena,  Roberto 

Carolina.  Puerto  Rico  (Haverford) 
Diduch,  David  R. 

Colonial  Heights.  VA  (U.  of  NC  at 
Chapel  Hill) 

Disler,  David  G. 

Peabody,  MA  (Tufts) 

Donohue,  Jennifer  J. 

Pewaukee.  WI  (Washington  U.) 

Duerr,  Robert  L.,  Jr. 

Redwood  City.  CA  (UC  Berkeley) 

Dunson,  Shelley  M. 

Chicago.  IL  (Lake  Forest) 

Duong,  Tao  H. 

TP.Ho  Chi  Minh.  Vietnam  (California 
State  U.) 

Eagon,  John  C. 

New  Brighton.  MN  (Williams) 

Ecker,  Jeffrey  L. 

Elkins  Park.  PA  (Princeton) 
Emond,  Stephen  D. 

Auburn.  ME  (Boston  College) 

Epstein,  Jonathan  A. 

Brookline,  MA  (Harvard) 

Ewing,  Andrea  D. 

Columbus.  OH  (Brown) 

Faghih,  Katayoun 

Stone  Mountain.  GA  (Duke) 

Farmer,  Paul  E.,  Jr. 

Brooksville.  FL  (Duke) 
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Fishman,  Martha  F. 

West  Newton.  MA  (Yale I 

Forbes,  J.  Randall 

Auburn,  CA  (Stanford) 

Fountain,  Tamara  K. 

Hdina.  MN  (Stanford) 

Franklin,  Nancy  E. 

Los  Angeles,  CA  (Wesleyan) 

Fried,  Terri  R. 

(Jrcat  Neck,  NY  (Harvard) 

Frim,  Sara  R. 

Newton.  MA  (Barnard) 

Gochberg,  Jan  L. 

Newton.  MA  (Yale I 

Gonzalez,  Victor  H. 

Huntington  Park,  CA  (Princeton) 

Goodman,  Daniel  W. 

Tenafly,  NJ  (Yale) 

Goodman,  Miriam  C. 

North  Haven.  CT  (Harvard) 

Gordon,  Wendy  J. 

Wellesley  Hills,  MA  (Harvard) 

Gottdenker,  Robin  A 

Woodcliffe  Lake,  NJ  (Amherst) 

Graubert,  Timothy  A. 

Manhasset,  .NY  ([Dartmouth) 

Hibberd,  Mark  G. 

London.  England  (University  College. 
London ) 

Hoube,  Jill  S. 

Wateriovvn.  CT  (Birmingham-.Southern 
College) 

Huttcniocher,  Anna 

Chicago.  IL  (Oberlin) 

Hwang,  Sam  T. 

(TFallon,  MO  (Harvard) 

Jain,  Ahamindra 

flushing,  NY  (MIT) 

Johnson,  Lise  C. 

Staten  Island,  NY  (Brown) 

Karahalis,  .Stephanie 

Peabody.  MA  (Northeastern) 

Kavadi,  Vivek  S. 

Hou.ston.TX  (Rice) 

Key,  Phillip  S. 

Canoga  Park,  CA  (UC  Irvine) 

King,  Caleb  K. 

Chapel  Hill,  NC  (D.  of  NC  at  Chapel  Hill) 

Kinnane,  Janet  M. 

-Swansea,  MA  (Mount  llolyoke) 

Konrad,  Joan  L. 

Philailelphia,  PA  (Kut/town  State 
College) 

Kuhlman.  Jeffrey  R. 

Saddle  River,  N.I  (Harvard) 

Kujovich,  Jody  I.. 

OcKysburg,  PA  (Amherst) 

Lara,  Maria  K. 

Guyanbo.  Puerto  Rico  (MIT) 

Larson,  Richard  S. 

VVilminuti>n,  NC  (U.  of  NC  at  Chapel 
Hilll 
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Lee,  Maxine  M. 

Britlgeport,  CT  (Fairfield) 

Lee,  Raymond 

Cranston,  RI  (MIT) 

Lent/.  Daniel 

Rancho  Cordcna,  CA  (I'C  Davis) 

Leong,  Rebecca  J. 

Orinda,  CA  (Brandeis) 

Lew,  Joanne  F.. 

.Scai'sdale,  N^  (^ale) 

Liccini,  Raymond  P.,  Jr. 

Los  Angeles.  C.\  il'.  of  Southern 
California! 

Lowy,  Adam  F. 

(Jreat  Palls.  V.A  (Harvanl) 

l.o/ano,  Paul  A. 

II  Paso.  I  \  (I  .of  Texas  at  II  Paso) 

Mai,  Christopher  H. 

Sunn\\ale,  C A  (Stanford) 

Margolis,  I'homas  I. 

Cniontown,  PA  (L.  o\  IVmisvUania) 


MarkowitA  Steven  >L 

Scarsdale,  ^^  (Harvard) 

Masterson,  Brian  .1, 

(laleslnirg.  IL  iCS.  Au  lorce  Acadenn  ) 

Mayer,  Fllen  L. 

Miami.  I  l.  (Cornell) 

McC  arthy,  Claire 

Merion.  PA  (Princeton) 

Mclntyre,  .lames  F. 

Staicn  Ishiiul.  N^  (Columbia) 

.Mercado.  Williefrcd  F. 

Jamaic.i,  N^  ((,)iicens  College  i»f  The 
City  llnivcrsit)  of  New  ^ork) 

Meyer,  Jonathan  M. 

Ni>rt bridge,  C  \  (Stanford) 

MuldroM.  NNarren  K. 

Nepdmc.  M  (Cornell) 

Nguyen,  Mai  H. 

lr\ine,  C  \  i\  C  lr\inei 

Nus.s,  Roger  C. 

Hunlinszlon  \.ille\.  P\  iSwarlhmorei 
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Oettinger,  Marjorie  A. 

Belmont,  MA  (Harvard) 

Okada,  Annabelle  A. 

Honolulu,  HI  (Harvard) 

Olans,  Lori  B. 

Peabody,  MA  (Harvard) 

Ozuna,  Richard  M. 

Arcadia,  CA  (Pepperdine) 

Phillips,  Preston  J. 

Atlanta,  GA  (Emory) 

Potrebic,  Sohja  B. 

Allentown,  PA  (U.  of  Pennsylvania) 

Priebe,  Cedric  J.,  Ill 

Oldfield,  NY  (Harvard) 

Rak,  Ellen  IM. 

Farmington,  CT  (U.  of  NC  at  Chapel  Hill) 

Regillo,  Carl  D. 

Lexington,  MA  (Northeastern) 

Retondo,  Margaret  J. 

Portland,  OR  (Bowdoin) 

Richardson,  William  S. 

Brookline,  MA  (Tulane) 

Rogers,  Campbell  D.  K. 

Winchester,  MA  (Harvard) 


Rosenfeld,  Howard  M. 

Narbarth,  PA  (Harvard) 

Ryan,  Edward  T. 

New  York,  NY  (Princeton) 

Sadler,  Karen  L., 

Colonia,  NJ  (Brown) 

Salob,  Stacy  P. 

East  Hills,  NY  (U.  of  Pennsylvania) 

Schiff,  David 

Chicago.  IL  (Harvard) 

Senechek,  David  R. 

Gulf  Breeze,  FL  (U.S.  Air  Force 
Academy) 

Shainfarber,  Linda  H. 

West  Hartford,  CT  (Brandeis) 

Short,  Letitia  W. 

Baltimore,  MD  (Carnegie  Mellon) 

Shrager,  Joseph  B. 

Newtown  Square,  PA  (Amherst) 

Silk,  Adam  J. 

Montclair,  NJ  (Harvard) 

Sonner,  James  M. 

Upland,  CA  (Harvey  Mudd  College) 


Take  a  deep  breath  and  relax  . . . 

and  talk  to  an  experienced  consultant 

who  has  assisted  others 

at  Harvard  Medical  School. 


Take  advantage  of  our  offer: 

A  free  needs  analysis  conducted  by 

the  designer  of  the  system  used 

to  pubUsh  this  magazine. 

Before  investing  in  a  microcomputer 
for  your  office  or  home,  telephone 

Douglas  Capra 


€nTR6Ei?Tg^^^" 


1085  Commonwealth  Avenue 
783-2345.  Ext.  24 

Providers  of  the  finest  computer  solutions. 


Stack,  Anne  M. 

Cazenovia,  NY  (Colgate) 

Sussman,  Stephen  A. 

Studio  City,  CA  (UC  San  Diego) 

Sylvestre,  Diana  L. 

Kissimmee,  FL  (U.  of  Florida) 

Tan,  Swee  L. 

Kuala  Lumpur,  Malaysia  (Bryn  Mawr) 

Taub,  Ethan 

New  Haven,  CT  (Harvard) 

Teach,  Stephen  J. 

Buffalo,  NY  (Yale) 

Terrell,  Jeffrey  E. 

Silver  Spring,  MD  (U.  of  Chicago) 

Thompson,  Rupert  A. 

Brooklyn,  NY  (U.  of  the  West  Indies) 

Thorup,  Steven  J. 

Pleasant  Hill,  CA  (UC  Davis) 

Toxey,  Julia  F. 

Arlington.  TX  (U.  of  Texas  at  Austin) 

Underberg,  Sharon  J. 

Hastings-on-Hudson.  NY  (Swarthmore) 

Urioste,  Debbie  D. 

CO  Springs.  CO  (Colorado  College) 

von  Deck,  Mercedes  D. 

Hopkinton.  MA  (Washington  U.) 

Waldman,  Barry  A. 

Massapequa  Park,  NY  (U.  of 
Pennsylvania) 

Wang,  Phillip  S-E 

Rossevelt  Island.  NY  (Harvard) 

Waterhouse,  Elizabeth  J. 

Washington.  DC  (Harvard) 

Watson,  Karol  E. 

Cypress.  CA  (Stanford) 

Weston,  Lynn  A. 

San  Diego.  CA  (Princeton) 

White,  Linda  D. 

Philadelphia.  PA  (Harvard) 

Wilson,  Fiona  C. 

Saratoga.  CA  (UC  Santa  Cruz) 

Wilson,  Kim  A. 

Syracuse.  NY  (Middlebury) 

Wilson,  Madeline  S. 

Holden.  MA  (Harvard) 

Wilson,  Robert  H. 

Columbia.  SC  (Johns  Hopkins) 

Wilson,  Stephen  D. 

Berkeley.  CA  (UC  Berkeley) 

Wong,  Samuel  T.  T. 

Agincourt.  Ontario.  Canada  (Harvard) 

Wu,  Thomas  D. 

San  Jose,  CA  (Stanford) 

Yien,  Karin  N. 

Santa  Cruz,  CA  (Mills  College) 

Young,  Alexander  S. 

Chestnut  Hill,  MA  (Yale) 

Young,  Hayward  W.,  Jr. 

Hopewell  Junction,  NY  (Stanford) 

Zaltas,  Mandi  M. 

Natick,  MA  (Harvard) 
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Alumni  Fellowships  Available 
Applications  Invited  for  1985-86 


THE  WILLIAM  O.  MOSELEY  JR. 
TRAVELLING  FELLOWSHIP 


The  bequest  of  Julia  M.  Moseley  makes  available  fellowship  funds  for 

graduates  of  Harvard  Medical  School  for  postgraduate  study  in  Europe. 

The  amounts  awarded  for  stipend  and  expenses  are  determined  by 

the  specific  needs  of  the  individual. 

The  Committee  on  Fellowships  gives  preference  to  those  Harvard  Medical  School 
graduates  who: 

1.  Have  already  demonstrated  their  ability  to  make  original  contributions  to 
knowledge. 

2.  Have  planned  a  program  of  study  which  in  the  Committee's  opinion  will  con- 
tribute significantly  to  their  development  as  teachers  and  scholars. 

3.  Clearly  plan  to  devote  themselves  to  careers  in  academic  medicine  and  the 
medical  sciences. 

Individuals  who  have  already  attained  faculty  rank  at  Harvard  or  elsewhere 
are  not  ordinarily  eligible.  There  is  no  specific  due  date  for  the  receipt  of  applica- 
tions or  for  the  beginning  date  of  awards.  The  Committee  requests  that  applica- 
tions be  submitted  not  more  than  one  year  in  advance  of  the  requested  beginning 
date.  The  Committee  will  meet  once  a  year  in  January  to  review  all  applications 
on  file  by  December  31.  Applicants  will  be  notified  by  January  31. 

Additional  niotiies  are  available  to  provide  a  st'conti  research  fellowship  that 

would  not  require  overseas  travel.  Interested  alutnni  are  urged  to  apply  by 

December  31,  1984,  for  the  academic  year  1985-86. 

Information  and  application  forms  may  be  obtained  from: 

Committee  on  Alumni  Fellowships 

Harvard  Medical  School 

Room  414,  Building  A 

25  Shattuck  Street,  Boston,  MA  02115 


A  NEW  PATHWAY  FOR 
GENERAL  MEDICAL  EDUCATION 
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shown:  Su.\an  Block.  NP  case  develop- 
ment coordinator:  M.  Jiidah  Folk  man  '57. 
co-chairman:  John  Potts:  Hcnrv  Rosovskv. 


Next  fall,  25  students  out  of  the  entering  Class 
of  1989  at  HMS  will  enter  the  Oliver  Wendell 
Holmes  Society,  the  first  step  toward  developing 
the  New  Pathway  Project  in  General  Medical  Education 
and  an  initiative  that.  Harvard  University  president  Derek 
Bok  has  written,  "may  well  turn  out  to  be  Harvard's 
most  impressive  innovation  of  the  1980s."  From  their 
earliest  days  of  medical  school,  the  members  of  the 
Holmes  Society  will  practice  seeking  out  information, 
testing  hypotheses,  and  solving  problems  in  a  process 
similar  to  that  of  experienced  clinicians  and  researchers. 
The  approach  will  be  a  pioneer  foray  into  the  extensive 
use  of  such  learning  through  the  full  four  years  of  medical 
school,  for  both  the  clinical  and  basic  sciences,  to  prepare 
students  for  advanced  study  in  any  special  field  of 
medicine  or  research. 

Within  their  first  two  weeks  the  Holmes  Society 
students  will  see  patients;  within  a  month  they  will  have 
contracted  with  a  preceptor  (a  faculty  member)  with 
whom  they  will  follow  ambulatory  patients  for  as  long  as 
the  next  four  years.  They  will  meet  several  times  a  week 
for  problem-based  learning  tutorials,  and  will  have 
ongoing,  personal  contact  with  Holmes  Society  faculty 
members.  Sixty  percent  of  their  time  will  be  devoted  to 
a  common  Holmes  Society  curriculum  that  will  include 
no  more  than  one  lecture  a  day.  The  remainder  of  their 
time  will  be  available  for  elective  courses  and  inde- 
pendent study  leading  to  a  thesis.  Computers  will  be 
important  learning  and  reference  tools. 

The  New  Pathway  faculty  members  will  serve  as 
guides  or  resources  rather  than  lecturers.  Their  task 
will  be  to  raise  questions  more  than  con\ey  information  — 
and  to  integrate  psychosocial  and  ethical  issues  along 
with  clinical  and  basic  science  learning. 

To  report  on  the  new  curriculum,  the  Bu/lciin  has 
drawn  on  several  sources:  on  the  pages  that  follow  arc  a 
letter  to  alumni  from  Dean  Tosteson,  a  brief  history  of 
the  planning  process,  an  abbrc\  iated  and  upLlaled  \ersion 
of  the  progress  report  appro\ed  by  the  Curriculum  Com- 
mittee in  May  1984,  and  a  report  from  a  student  taking 
a  year  off  to  help  design  the  new  curriculum.  Although 
the  basic  uoals  oi  the  Holmes  Socicls  arc  finiilv  cstab- 
lished,  the  curriculum  itself  is  subject  to  much  revision 
before  its  implementation  next  fall;  none  of  the  s|">ccif- 
ics  on  the  following  pages  are  car\ed  in  stone. 
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LETTER  TO  ALUMNI 
FROM  THE  DEAN 


The  Harvard  Medical  School  has 
begun  to  move  along  a  New  Path- 
way toward  general  medical  ed- 
ucation. I  am  pleased  that  this  issue 
of  the  Bulletin  contains  articles  that 
bring  the  alumni  up  to  date  on  this 
movement.  An  important  early  step 
along  this  New  Pathway  is  the  forma- 
tion of  the  Oliver  Wendell  Holmes 
Society,  which  will  matriculate  25 
students  annually  beginning  in  the 
fall  of  1985.  I  strongly  encourage  all 
members  of  the  HMS  family— faculty, 
students,  and  alumni  — to  join  this 
New  Pathway,  because  I  think  that 
general  medical  education  is  a  serious 
and  complex  set  of  issues  that  de- 
serves more  sustained  and  coherent 
attention  than  it  now  receives  in  our 
community. 

Many  thoughtful  observers  of  aca- 
demic medicine  have  recently  come 
to  similar  conclusions.  A  study  of  the 
Institute  of  Medicine  on  fs/Iedical 
Education  and  Societal  Needs  and 
the  panel  appointed  by  the  Associa- 
tion of  American  Medical  Colleges 
(AAMC)  to  consider  the  General  Pro- 
fessional Education  of  Physicians 
(GPEP)  both  urge  more  vigorous  work 
by  medical  faculties  to  adapt  general 
medical  education  to  the  increasingly 
rapid  changes  in  medical  science  and 
practice.  In  his  most  recent  annual 
report,  President  Bok  urged  the  Fac- 
ulty of  Medicine  at  Harvard  to  address 
these  issues.  These  recommendations 
resonate  with  many  of  the  suggestions 
made  in  the  report  of  a  Commission 
of  the  AAMC  chaired  by  President 
Lx)well  in  1932.  Indeed,  a  compari- 
son of  these  analyses  put  forward 
more  than  50  years  apart  raises  the 
question  of  why  the  problems  of  gen- 
eral medical  education  are  so  intract- 
able. 

I  think  that  there  are  at  least  two 
sets  of  reasons.  First,  medical  schools, 
including  Harvard,  are  not  well  organ- 
ized to  carry  out  general  medical  edu- 
cation. Second,  the  issues  are  complex 


and  conceptually  difficult.  Let  me  be 
more  specific. 

The  members  of  the  Faculty  of 
Medicine  at  Harvard  serve  society  in 
several  important  ways.  Most  of  their 
effort  is  directed  to  medical  research, 
toward  making  the  fundamental  dis- 
coveries that  will  inform  the  medicine 
of  tomorrow.  The  next  largest  com- 
ponent goes  toward  caring  for  pa- 
tients, largely  in  various  subspecialty 
services,  in  the  teaching  hospitals. 
The  remaining  effort  is  given  to  educa- 
tional programs.  Of  this,  more  than 
half  is  concentrated  on  the  education 
of  practicing  physicians  (continuing 
education),  residents  in  various  clini- 
cal specialties,  and  graduate  students 
in  the  basic  medical  sciences.  Less 
than  half  of  faculty  educational  effort 
is  allocated  to  programs  directed  to- 
ward preparing  students  for  general 
doctoral  degrees:  the  D.M.D.  through 
the  School  of  Dental  Medicine  and 
the  M.D.  through  the  Medical  School. 

All  these  forms  of  service  are 
important.  I  believe  that  Harvard 
should  continue  to  work  as  creatively 
and  effectively  as  possible  in  research 
and  specialty  training  in  the  clinical 
and  basic  sciences.  Moreover,  the 
present  departmental  and  divisional 
structure  of  the  Faculty  of  Medicine 
and  the  pattern  of  reimbursement  for 
research  and  patient  care  are  well 
suited  to  support  these  programs. 
Unfortunately,  the  present  system  of 
organization  is  not  as  well  configured 
to  sustain  coherent  and  integrated 
planning  and  presentation  of  the  cur- 
riculum leading  to  the  M.D.  degree. 

Responsibility  for  each  course 
rests  with  a  department;  close  coor- 
dination between  courses  is  difficult 
to  arrange.  Educational  strategies 
aimed  at  the  development  of  attitudes 
and  skills  that  transcend  individual 
courses  are  insufficiently  considered. 
One  goal  of  the  New  Pathway  is  to 
make  and  test  organizational  struc- 
tures that  promote  greater  coordina- 


tion and  integration  of  general  medi- 
cal education.  The  Oliver  Wendell 
Holmes  Society  is  one  such  structure, 
designed  to  bring  together  a  small 
group  of  faculty  members  charged 
with  the  responsibility  for  the  entire 
span  of  experiences  leading  to  the 
M.D.  degree. 

The  idea  of  general  medical  edu- 
cation—the attitudes,  skills,  and 
knowledge  that  all  doctors  should 
share— is  complex  and  difficult.  The 
criteria  for  selection  of  material  to 
be  included  are  not  as  clear  as  they 
are  in  programs  of  specialty  training. 
The  pressure  for  adding  new  subjects 
intensifies  as  the  pace  of  discovery 
accelerates.  The  symbiosis  between 
medicine  and  the  biological  and  phys- 
ical sciences  becomes  closer  and 
more  fruitful,  demanding  new  ways 
of  strengthening  the  representation 
of  science  in  general  medical  edu- 
cation. At  the  same  time,  concern 
mounts  about  the  loss  of  breadth,  for 
increased  attention  to  the  social  sci- 
ences and  humanities,  to  ethical  issues 
in  medicine,  to  all  of  the  factors 
thought  to  be  important  in  the  genesis 
of  a  physician  who  is  not  only  com- 
petent technically  but  who  cares  for 
and  about  each  patient.  Another  goal 
of  the  New  Pathway  is  to  think  seri- 
ously about  and  devise  approaches 
to  these  and  other  difficult  unresolved 
and  conceptual  issues  in  general  med- 
ical education. 

I  do  not  imagine  the  New  Path- 
way as  a  turnpike  to  a  city,  but  rather 
as  a  direction  and  a  way  of  moving. 
An  effective  pattern  of  general  med- 
ical education  is  not  a  place  to  be 
reached  but  a  set  of  issues  to  be 
worked.  I  hope  that  the  New  Pathway 
provides  opportunities  for  more  mem- 
bers of  our  faculty  to  work  more 
creatively  and  intensely  on  general 
medical  education. 


—  Daniel  C.  Tosteson 
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A  BRIEF 
HISTORY 


Formally  created  in  June  1984, 
the  New  Pathway  has  been  in 
the  making  since  an  intensive 
brainstorming  retreat  at  Pine  Manor 
College  in  May  1982.  It  was  the  fourth 
in  an  annual  series  of  such  workshops, 
created  to  consider  the  pressures  and 
needs  of  medical  educators  and  stu- 
dents. Titled  "A  New  Approach  to 
Medical  Education,"  the  day  featured 
a  presentation  by  Dean  Tosteson  pro- 
posing the  experimental  curricu- 
lum, and  panel  and  group  discussions 
among  roughly  100  HMS  faculty,  stu- 
dents, and  administrators.  Tosteson 
then  convened  a  20-member  plan- 
ning group  of  students,  faculty,  and 
administrators  to  "think,  from  the 
ground  up,  about  the  essential  ingre- 
dients of  medical  education." 

In  early  1983,  the  20-member  New 
Pathway  Planning  Group  organized 
three  working  groups.  15  to  20  mem- 
bers each,  called  Attitudes,  Skills, 
and  Knowledge.  Their  task:  to  con- 
sider and  report  on  the  central  goals 
of  the  New  Pathway. 

In  June  1983  the  Faculty  of  Med- 
icine and  Curriculum  Committee  ap- 
proved a  report  of  the  New  Pathway 
Planning  Group,  giving  a  green  light 
for  initial  steps  in  designing  the  new 
curriculum  for  its  implementation  in 
the  fall  of  198,^.  The  report  had  also 
been  endorsed  by  the  Faculty  Council. 

As  the  work  prt)ceeded,  several 
key  features  of  the  new  curriculum 
emerged: 

•  Fqual  emphasis  on  atiiiudes. 
skills,  and  knowledge. 

•  Careful  .selectiim  of  essential 
knowledge,  to  avoid  information  over- 
load. 

•  The  perspective  oi  a  single  fac- 
ulty looking  at  the  entire  span  of 
general  medical  etlucalii>n  rather  than 
discrete,  separately  planned  curric- 
ulum comptMients. 

•     Clo.se  student-facullN  contact. 


•  Interweaving  of  clinical  and  basic 
science  elements  throughout  curric- 
ulum. 

•  Use  of  active  educational  methods 
such  as  problem-solving  and  infor- 
mation management. 

•  An  environment  in  which  students 
and  faculty  learn  together. 

•  An  opportunity  to  pursue  a  topic 
in  depth,  leading  to  a  thesis. 

•  Emphasis  on  skills  enabling  stu- 
dents to  become  lifelong  learners. 

One  of  the  ideas  from  the  Pine 
Manor  retreat  that  drew  much  atten- 
tion was  a  seven-year  plan  for  the 
New  Pathway,  with  admission  to  med- 
ical school  in  the  junior  year  of  col- 
lege. The  HMS  community's  reaction 
was  immediate  and  intense,  and  for  a 
time  eclipsed  the  ongoing  fundamen- 
tal rethinking  of  medical  education. 
Debates  raged  over  the  pros  and  cons 
of  early  admission. 

Over  the  following  months,  inclu- 
sion of  the  college  years  was  post- 
poned—although President  Bok  asked 
the  HMS  faculty  not  to  abandon  the 
idea.  "Premedical  requirements  ha\e 
a  major  distorting  effect  on  under- 
graduate education,  cramping  the 
breadth  of  the  student's  curriculum." 
he  said  at  the  June  198.^  I-aculty  of 
Metlicine  meeting.  "The  uni\ersii\  is 
at  its  best  when  it  lakes  on  difficult, 
longstanding  problems.  . .  .  Ihis  prob- 
lem calls  out  for  creative  improvement 
and  solution." 

Currently  there  are  i>ngoiMg  dis- 
cussions between  represeniaii\es  oi 
the  faculties  oi  HMS  ami  llar\ard 
College  to  review  the  current  uniler- 
graduate  premedical  program  and 
ciMisider  possible  revisions. 

It  was  also  reciMiimemled  in  ilie 
June  198.^  report  thai  the  Planning 
Committee  explore  the  possibiliix  of 
developing  a  special  first  post-grad- 
uate year  experience  ior  New  Patliua\ 


students.  That  idea  is  still  under  dis- 
cussion. 

At  intensive  workshops  in  July  and 
September  1983,  a  working  structure 
evolved,  including  a  Steering  Com- 
mittee (successor  to  the  Planning 
Group),  chaired  by  Dean  Tosteson: 
eight  Curricular  Design  Groups 
(CDGsl  charged  with  creating  speci- 
fic yet  interlocking  segments:  a  Cur- 
riculum Coordinating  Committee 
(now  the  Core  Planning  Grt)upl,  con- 
sisting largely  of  CDG  chairpeople: 
and  support  committees  to  develop 
such  areas  as  information  technolo- 
gy, faculty  development,  and  program 
evaluation. 

The  Steering  Committee  mem- 
bership includes  such  di\erse  back- 
grounds as  those  of  C.  Roland  Chris- 
tensen  of  Harvard  Business  School: 
Henry  Rosovsky.  dean  of  the  Harvard 
Faculty  of  Arts  and  Sciences:  and 
chairmen  of  three  H.\1S  (.lepartments: 
Phil  Leder  iCjcneticsl.  Charles  Rich- 
ardson iBiokvjical  Chemistry  I.  and 
Leon  Fisenbert:  (Social  Medicine  and 
Health  PolicyK 

There  are  now  se\en  CDGs.  i.le- 
finctl  anti  chaired  as  follows: 

•  Doctor  Paiicni:  Robert  Lawreiice. 
chairman  of  ihe  l)e[M.  of  Medicine. 
Cambriilge  Hospital 

•  Human  Biolog\  I  isiruciure  and 
function  of  the  biuiyi:  Daniel  CuhhI- 
enmigli.  Depl.  oi  Anatonn.  HMS 

•  Human  Biology  11  (identity  ani.1 
(.lefensei:  Robert  Cohin.  Dept.  oi 
Pathology.  MGH 

•  Human  Biokig\  111  i  infornuitii^n 
processing  aiul  beha\ior):  Iclwin 
1  urshpan.  Depl.  of  Neiirobioloi;v. 
I  IMS 

•  llunian  Hiiiii>g\  1\  imeiabolism  »>f 
mailer  and  energ\):  Mariin  Kush- 
nierick,  Depl.  of  Railiolog\.  BW  H 
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•  Life  Cycle:  Robert  Masland,  Pedi- 
atrics, Children's  Hospital 

•  Experiences  in  patient  care:  Daniel 
Federman,  dean  for  Students  and 
Alumni 

In  May  1984  the  Medical  Curriculum 
Committee  endorsed  a  68-page  pro- 
gress report  on  the  experimental  cur- 
riculum. That  approval  led  to  the 
formal  establishment  in  June  of  the 
Holmes  Society,  with  Gordon  Moore 
'63  as  director  of  the  New  Pathway 
Project.  A  shortened  and  updated 
version  of  the  report  appears  on  the 
following  pages. 

With  less  than  a  year  left,  the  Steer- 
ing Committee  now  meets  monthly; 
the  Core  Planning  Group  meets  week- 
ly for  an  intensive  afternoon  session; 
faculty  development  programs  are  un- 
derway; and  the  admissions  material 
for  the  school  has  informed  applicants 
of  the  new  opportunity. 

Students  in  the  entering  class  will 
be  given  the  opportunity  to  volunteer 
for  the  New  Pathway.  If  more  than  25 
express  interest,  the  final  group  will 
be  drawn  from  a  random  stratified 
sampling;  sex  and  minority  status  will 
be  taken  into  consideration. 

D     D     D 

In  a  parallel  effort  to  the  New  Path- 
way, the  Association  of  American 
Medical  Colleges,  with  the  support 
of  the  Kaiser  Family  Foundation, 
recently  culminated  a  three-year  na- 
tional appraisal  of  medical  education 
with  a  48-page  report.  Titled  Physi- 
cians for  the  Twenty-First  Century: 
The  GPEP  Report'  (Report  of  the 
Panel  on  the  General  Professional 
Education  of  the  Physician  and  Col- 
lege Preparation  for  Medicine),  the 
study  reads  like  a  blueprint  for  the 
New  Pathway.  Among  its  recommen- 
dations are  problem-based  learning, 
improved  communication  between 


students  and  faculty,  use  of  computer 
technology,  limits  on  required  mem- 
orization, and  broadened  undergrad- 
uate preparation. 

Among  the   innovations  taking 
place  at  other  medical  schools: 

•  McMaster  University  was  one  of 
the  early  pioneers  in  problem-based 
learning.  It  offers  a  three-year  M.D. 
program  emphasizing  problem  solving 
in  small  tutorials  during  the  first  two 
years. 

•  The  University  of  New  Mexico 
Medical  School  has  developed  a  sep- 
arate Primary  Care  Curriculum  mod- 
eled on  the  problem-based  program 
at  McMaster,  with  the  addition  of  a 
four-month  rural  preceptorship  be- 
tween the  first  and  second  years. 

•  Boston  University  School  of  Med- 
icine offers  six  different  pathways 
to  a  medical  degree,  ranging  from 
the  traditional  four  years  to  a  six-year 
medical  degree  course  program  ac- 
cepting students  straight  from  high 
school. 

•  Johns  Hopkins  has  a  Flex-Med 
program  which  allows  students  options 
about  when  to  enter. 

•  At  Michigan  State,  a  number  of 
medical  students  are  pursuing  an  in- 
dependent study  program. 

•  Brown  University  will  begin  a  sev- 
en- or  eight  year  continuum,  which 
will  accept  students  after  their  senior 
year  of  high  school.  The  program, 
which  eliminates  all  pre-med  require- 
ments, allows  students  to  take  both 
traditional  undergraduate  courses  and 
medical  courses  throughout  their 
years  of  study. 

•  Southern  Illinois  University  School 
of  Medicine  has  applied  an  objectives- 
based  approach  to  its  entire  four- 
year  curriculum.  It  is  currently  at- 
tempting to  systematize  a  number  of 
formats  for  problem-based  learning. 


Planning  for  the  Oliver  Wendell 
Holmes  Society  is  still  under  way.  with 
many  fine  points  yet  to  be  decided. 
The  following  is  a  shortened  and 
updated  version  of  the  latest  progress 
report,  submitted  to  the  Curriculum 
Committee  in  May  1984.  Many  of  the 
details  will  change  as  planning  con- 
tinues. 


Changes  in  medical  education 
stem  from  changes  in  medicine 
and  in  the  society  physicians 
serve.  In  the  1980s,  change  is  perhaps 
more  dramatically  apparent  in  med- 
icine than  in  any  other  professional 
sector  of  American  society.  Within 
the  last  decades,  scientific  and  tech- 
nological discoveries  have  profoundly 
altered  medical  knowledge,  leading 
to  entirely  new  understandings  of  the 
human  being  in  health  and  disease. 
Recent  advances,  particularly  in  mo- 
lecular and  cell  biology,  immunolo- 
gy, and  neurobiology,  have  opened 
new  paths  to  preventive,  diagnostic, 
and  curative  strategies  of  astonishing 
power  and  subtlety. 

As  the  fraction  of  the  total  spec- 
trum of  knowledge  that  can  be  mas- 
tered by  a  single  individual  has  dimin- 
ished, the  number  of  specialties  has 
grown,  yielding  an  increasingly  frag- 
mented medical  practice.  The  many 
new  applications  of  technology  to 
medicine,  while  greatly  enhancing 
diagnostic  and  therapeutic  power, 
have  introduced  a  new  contradiction 
for  practitioners  between  their  role 
as  expert  technologists  on  the  one 
hand,  and  as  counselors  and  guides 
on  the  other. 

No  less  challenging  are  the  many 
changes  originating  outside  of  medi- 
cine. Demands  for  cost  containment, 
and  the  resultant  shift  from  reim- 
bursement to  prospective  budgeting 
in  hospitals,  have  so  altered  the  eco- 
nomics of  health  care  that  medical 
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and  financial  incentives  often  conflict. 
The  information  sciences  are  provid- 
ing new  ways  to  solve  old  problems, 
thus  reshaping  how  medicine  is 
learned  and  practiced.  An  increas- 
ingly informed  and  concerned  Amer- 
ican public  is  asking  physicians  to 
create  a  more  equal  partnership  with 
their  patients,  and  to  encourage  pa- 
tients to  assume  primary  responsibil- 
ity for  their  own  health  care  and 
treatment. 

Yet  some  aspects  of  the  physicians 
relationship  to  the  sick  and  suffering- 
such  as  the  time-honored  skills  of 
caring  and  responsibility— remain 
constant.  The  experience  of  illness 
has  always  presented  a  vast  array  of 
intangible  elements,  and.  despite  the 
growing  revolution  in  science  and 
technology,  physicians  will  continue 
to  practice  their  art  in  the  midst  of 
uncertainty. 

A  general  medical  education 
should  adequately  prepare  physicians 
for  advanced  study  toward  careers  in 
any  of  the  general  or  specially  fields 
of  medicine,  in  academic  research, 
administration,  or  teaching.  The  HMS 
faculty  and  students  engaged  in  plan- 
ning the  Oliver  Wendell  Holmes  .So- 
ciety seek  to  graduate  physicians  who 
are: 

•  equipped  with  a  perspective  on 
biological  systems  that  is  of  sufficient 
breadth,  depth,  and  flexibility  to  en- 
able them  to  cope  with  a  complex 
and  rapidly  changing  world. 

•  commiltetl  io  continuing  to  learn 
in  medicine:  able  ti)  aciiuire  and  use 
knovvleilge  well  ami  to  use  inlorma- 
I ion-managing  technologies. 

•  sensitive  to  the  caring  ihal  under- 
lies medicine;  in  touch  with  the  per- 
sonal side  of  dt)ctoring:  ci)nceriK\l 
about  and  responsive  to  nu>ral  and 
ethical  issues. 


Curriculum  and  Educational 
Methods 

The  New  Pathway  curriculum  will  be 
a  continuum,  inteiweaving  the  clinical 
and  basic  sciences,  humanities,  and 
social  sciences  bearing  on  medicine. 
There  will  be  ongoing  relationships 
among  faculty  and  students,  and  on- 
going assessment  of  students"  profes- 
sional development.  Essential  knowl- 
edge will  be  learned  in  concert  with 
attitudes  and  skills  and  will,  whenever 
possible,  be  captured  in  the  form  of 
problems  or  cases  that  will  be  worked 
by  faculty  and  students  together.  The 
curriculum  will  offer  both  a  common 
itinerary  and  opportunity  for  in-depth, 
individual  exploration. 

Educational  methods  will  rein- 
force cooperative  learning  and  col- 
laboration, and  will  promote  active 
learning,  questioning,  problem  solv- 
ing, and  critical  thinking.  Problem- 
based  tutorials  will  predominate.  Five 
to  eight  students,  working  with  a  pre- 
ceptor, will  use  problems  to  explore 
basic  science,  clinical,  psychosocial, 
ethical,  legal,  economic,  and  personal 
issues.  The  precepttirs  will  encour- 
age students  to  determine  what  ques- 
tions [o  ask.  which  research  siralegies 
ti)  pursue,  and  how  to  acquire  neces- 
sary information.  Siudcnls  will  be 
responsible  for  gathering  infi^rmation 
and  consulting  with  resource  faculty. 

Basic  science  learning  will  extend 
over  the  entire  four  years,  with  ma- 
terial from  the  l\>ur  human  biology 
design  areas  and  the  ilesigii  groujis 
on  (he  patient,  the  divlor,  anil  expe- 
riences in  patient  care  integrated 
throughinit  the  course  of  study. 

During  the  first  two  vears,  learning 
will  be  largely  shaped  In  studies  in 
human  biologv,  with  relo\;uil  clinical 
experiences,  issues  iK'rlaining  lo  the 
iloclor-patieni  relationship,  and  to|iics 
in  the  social  sciences  and  humanities 
amjilifying  each  topic.  In  years  three 
ami  four,  when  hospiial-bascil  expe- 


riences will  predominate,  exposure 
to  basic  science  will  continue.  During 
clinical  rotations,  weekly  tutorials  will 
systematically  explore  basic  science 
issues  raised  by  the  patients  seen, 
and  students  will  devote  three  separate 
month-long  periods  to  pathophysiol- 
ogy and  analysis  of  basic  science 
problems  raised  by  cases  seen  in 
previous  clerkships. 

Students  will  have  contact  with 
patients  from  the  beginning  of  their 
first  year.  Starting  with  patient  inter- 
views, and  progressing  step-by-step 
through  the  fundamentals  of  history- 
taking  and  physical  examination,  they 
will  see  patients  in  a  variety  of  set- 
tings, including  ambulatory,  in-pa- 
tient, nursing  home,  and  chronic  care 
facilities.  hcMiie  visits,  and  social  ser- 
vice settinus.  There  will  be  no  Intro- 


Wlth  such  extraordinary  advances 
in  scientific  knowledge,  not  to 
mention  the  metamorphosis  of  the 
health  care  system  and  its  attend- 
ant policy  problems,  one  would 
have  expected  comparable  changes 
in  the  shape  and  substance  of 
medical  education.  In  fact,  such 
changes  have  occurred  in  the 
content  of  courses.  Instructors  have 
been  quick  to  luck  the  latest 
scientific  findings  into  their  class- 
room lectures  and  their  discussions 
on  hospital  wards.  But  tfie  methods 
and  the  structure  of  medical  edu- 
cation have  stayed  surprisingly 
constant  through  the  postwar 
period. 

-  Derek  Bok.  The  PrGSidenCs  Report 
1982-83. 
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duction  to  Clinical  Medicine  course 
in  the  New  Pathway.  Instead,  clinical 
skills  sessions  using  videotapes,  pro- 
grammed patients,  and  a  variety  of 
clinical  settings  will  provide  step-by- 
step  progression  through  the  funda- 
mentals of  history-taking,  differential 
diagnosis,  and,  eventually,  the  full 
work-up  and  assessment  of  patients. 
These  sessions  will  be  led  by  a  clini- 
cian with  background  in  the  human 
biology  area  under  study,  and  will 
draw  upon  the  expertise  of  resource 
faculty  in  the  basic  and  clinical  sci- 
ences as  needed. 

Each  pair  of  students  will  work 
closely  with  a  basic  science  tutor  and 
a  clinical  preceptor  over  the  entire 
four  years,  sharing  clinical  experi- 
ences linked  to  curriculum  content 
areas.  As  part  of  the  unit  on  the  life 
cycle,  students  will  follow  patients 
throughout  the  four  years  of  study, 
learning  about  their  life  history  and 
what  happens  to  them  after  medical 
treatment.  They  will  observe  a  preg- 
nant woman  and  her  family  through 
pregnancy,  delivery,  and  the  early 
development  of  the  child;  follow  pa- 


Faculty  members  should  have  the 
time  and  opportunity  to  establish  a 
mentor  relationship  with  individual 
students.  The  practice  of  having  a 
large  number  of  faculty  members, 
each  of  whom  spends  a  relatively 
short  period  of  time  with  medical 
students,  should  be  examined  criti- 
cally and  probably  abandoned. 

—  "Physicians  for  the  Twenty-First  Century: 
The  GPEP  Report,"  Association  of 
American  Medical  Colleges,  1984. 


Core  Planning  Group  members  LiiAnn  Wilkerson.  Daniel  Goodenough.  Robert  Colvin. 
Susan  Block.  More  on  page  22. 


tients  through  ambulatory  care  and 
make  periodic  home  visits;  and  follow 
an  elderly  patient  through  hospitali- 
zation and  subsequent  long-term  care. 
From  the  beginning  of  the  first 
year,  students  will  learn  "doctoring" 
and  reasoning  skills,  and  will  reflect 
on  the  implications  of  physician  roles, 
historical  changes  affecting  these 
roles,  and  changes  during  the  life  cycle 
of  the  individual  physician.  Principles 
of  biostatistics,  epidemiology,  and 
cost-effectiveness  analysis  will  be  in- 


troduced through  sequenced  clinical 
cases.  Time  will  be  devoted  to  explo- 
ration of  the  student's  attitudes  toward 
self,  colleagues,  family,  and  patients. 
Further  exploration  of  students" 
notions  of  what  it  is  to  be  a  physician 
will  confirm  and  validate  the  attitudes 
that  attract  them  to  medicine.  Small 
group  discussions,  an  ongoing  pre- 
ceptorship.  and  participation  in  a 
support  group  with  a  trained  leader 
will  allow  students  to  discuss  their 
critical  first  experiences,  such  as  the 
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examination  of  a  patient,  exposure 
to  a  cadaver,  and  the  death  oi  a 
patient.  Also  throughout  the  four 
years,  weekly  sessions  on  the  patient- 
doctor  relationship  will  provide  stu- 
dents with  a  wide  contextual  under- 
standing of  the  patient's  experience, 
and  of  the  structural,  social,  politi- 
cal, and  economic  aspects  of  practice. 

Approximately  40  percent  of  the 
New  Pathway  curriculum  will  be  re- 
served for  individual  experiences  de- 
signed to  meet  the  special  educational 
goals  of  each  student,  under  the  guid- 
ance of  an  adviser-preceptor.  Elec- 
tive experiences  may  be  individual, 
such  as  research,  work-study  projects, 
or  home  study  courses;  group  activi- 
ties, such  as  elective  coursework  at 
HMS,  MIT,  or  Harvard  University: 
courses  specifically  designed  to  meet 
the  needs  of  Holmes  Society  students; 
or  field  wt)rk  with  an  international, 
domestic,  rural,  or  urban  health  proj- 
ect. Individual  special  projects  will 
culminate  in  written  theses. 

As  they  enter  the  New  F^ithway, 
students  will  receive  a  Curriculum 
Content  (luide,  a  workbook  that  will 
systematically  outline,  for  each  com- 
ponent of  the  curriculum,  detailed 
knowledge  objectives,  study  ques- 
tions, educational  resources,  and 
reatlings  for  further  study.  It  will  serve 
as  a  rest)urce  for  siutlenis  seeking  tt) 
fill  in  gaps  in  their  knowleilgc,  and  as 
a  first  reference  source.  It  will  be 
electronically  storetl  aiui  updaicd 
annually. 

A  "signature"  series  of  lectures 
by  oulsianding  HMS  faculty  will  illu- 
minate, rather  than  emer  completely, 
the  topics  systematically  oullinetl  in 
the  Curriculum  Cimient  Ciuide.  Lec- 
tures will  be  limited  to  no  more  than 
one  per  day.  with  a  minimum  of  fi\e 
given  by  each  speaker. 

Students  will  use  computers  to 
I'aeililaie  their  learning  in  meilicine. 
The  New  Pathways  computer  s\slem 
will   be  used   for  woril   priK'cssing. 


database  development  and  manage- 
ment, computer-assisted  learning,  and 
database  and  literature  access.  Elec- 
tronic mail  will  enhance  and  ease 
communication  among  faculty  and 
students.  Evaluation  methods  will 
increasingly  draw  upon  the  interactive 
capability  of  the  computer. 

Evaluation 

Evaluation  of  students  will  be  based 
on  the  detailed  statements  of  educa- 
tional goals  and  objectives  they  will 
receive  as  they  enter  medical  school 
and  before  each  new  unit  of  the  cur- 
riculum. A  faculty  advisory  network 
will  clo.sely  monitor  student  progress, 
and  will  provide  regular  feedback  to 
the  student  and  his  or  her  preceptor. 
Most  evaluation  will  be  "open  book," 
personal,  frequent,  and  informal.  The 
preceptor  will  provide  ongoing  ap- 
praisal of  the  student's  interperson- 
al, attitudinal.  and  skill  development 
in  a  format  that  can  be  used  as  a 
basis  for  later  reference  letters. 

A  list  of  "guiding  (.|ueslions,"  with 
accompanying  references  ami  sup- 
piirting  materials,  will  direct  the  stu- 
dent to  the  key  principles,  concepts, 
and  learning  issues  in  each  unit  of 
the  curriculum.  Students  will  be  eval- 
uateil  for  their  general  knowledge, 
problem-soKing.  and  clinical  reason- 
ing abilities  In  their  responses  to  a 
.selected  set  of  these  'guiding  ques- 
tions." In  additicm.  mastery  of  es.sen- 
tial  knowledge  will  be  appraised  by 
means  of  self-tlirecletl  testing,  and 
clinical  eompeienc\  will  be  lesieil 
using  programmed  patients,  uliieh 
allow  valiil  cross-stutleni  comparisons 
anil  assessment  i>f  a  single  stutlents 
de\elopmeni  over  time. 

()\erall  evaluation  of  the  student 
will  he  eompeiene\-based.  Stuilents 
will  be  required  li>  res|iond  satisfac- 
torily ti>  a  randv>mly  selecieil.  statis- 
tically significant  sample  of  the  [oin\ 
set  of  guiding  questions.  Ihe  student 


may  come  to  the  Holmes  Society 
teaching  center  I  see  Faculty  Devel- 
opment below  I  at  any  time,  and  will 
be  expected  to  respond  within  a  gen- 
erous but  defined  period.  Graduation 
will  require  successful  completion  of 
this  hurdle. 

New  Pathway  students  will  take 
National  Boards  under  the  same  pol- 
icy as  other  HMS  students.  However, 
the  Steering  Committee  strongly  urges 
that  a  special  HMS  task  force  reex- 
amine use  of  the  boards  for  their 
appropriateness  as  a  means  c^f  evalu- 
ating both  the  New  Pathway  and  the 
existing  curriculum. 

Program  evaluation  (as  distinct 
from  student  evaluatitinl  will  feed 
back  to  the  faculty  information  about 
successes  and  failures  so  they  may 
improve  its  design  in  future  years.  It 
will  compare  the  educational  methods 
in  the  Holmes  Sociel\  with  those  oi 
the  standard  curriculum  by  ct>mpar- 
ing  the  performance  of  students  in 


First  and  loremost,  (academic 
medical  centers]  should  turn  the 
spotlight  back  on  their  only  unique 
social  purpose:  ihe  turning  of  young 

men  and  women  into  doctors 

More  attention  to  the  care  and 
feeding  of  medical  students,  more 
rewards  to  faculty  for  paying  atten- 
tion to  them,  more  concern  with 
their  attitudes  toward  science,  the 
values  they  acquire,  and  the  ways 
they  approach  the  care  of  sick 
people  do  have  public  interest. 

-  David  Rogers,  president  ol  Ihe  Robert 

Wood  Johnson  Found.il 
Symposium  on  trie  Fut  al 

Education.  HMS.  June  '  it^,* 
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the  two  curricula  on  such  factors  as 
knowledge  of  basic  science  and  sci- 
entific method,  clinical  problem  solv- 
ing ability,  modes  of  self-learning  and 
self-assessment,  professional  attitudes, 
and  adaptive  strategies  for  coping  with 
stress.  This  evaluation  will  be  used 
solely  for  the  program  and  will  not 
be  part  of  students  academic  record. 
The  overall  strategy  will  employ  a 
matched  comparison  group  in  the 
standard  curriculum,  selected  either 
from  among  those  volunteering  for 
but  not  accepted  into  the  New  Path- 
way (if  they  are  sufficient  in  number) 
or  by  composing  a  stratified  sample. 
Participant  observation  techniques 
will  be  used  to  study  individual  acti- 
vity and  group  process;  diaries  of  time 
expenditure  and  critical  incidents  will 
be  used  to  sample  student  behavior. 
Periodic  interviews  will  be  conducted 
with  students  in  both  groups  to  study 
the  evolution  of  their  concepts  of 
competence  and  caring. 


We  seek  to  have  the  student  learn 
by  experience;  to  prove  things  for 
himself.  The  student  cannot  too 
early  learn  that  medicine  is  not  an 
exact  science;  that  the  accepted 
fact  of  to-day  may  be  proved  an 
error  to-morrow;  that  his  teacher 
and  his  chosen  text-book  cannot 
be  followed  implicitly;  that  he  must 
search  out  the  truth  for  himself. 

—  Richard  C.  Cabot  and  Edwin  A. 
Locke,  Boston  Medical  and  Surgical 
Journal,  1 905. 


Core  Planning  Group  members  Robert  Lawrence.  Paul  Unger  Charles  Hatem.  Susan 
Carver  Not  shown  on  these  pages:  Gordon  Moore.  Octo  Barnett.  Daniel  Federman.  Ed 
Furshpan.  Martin  Kushmerick.  Robert  Masland.  Eleanor  McLaughlin. 


Faculty  Development 

The  New  Pathway  faculty  will  function 
in  non-traditional  teaching  roles.  As 
fellows  of  the  Holmes  Society,  they 
will  serve  as  tutors  for  small  groups, 
act  as  resource  people,  and  evaluate 
students"  cognitive  and  affective 
growth.  Even  the  role  of  lecturer  will 
be  different  in  the  new  curriculum, 
as  lectures  will  provide  a  guiding  and 
orienting  framework  for  the  problem 
discussions  rather  than  transmitting 
a  plethora  of  facts  about  a  discrete 
subject.  New  Pathway  faculty  must 
also  decide  which  concepts  and  in- 
formation can  be  omitted,  and  under- 
stand as  basic  scientists  what  a  prac- 
ticing doctor  needs  to  know. 

Last  January,  Jeff  Berman  '85,  then 
a  research  fellow  for  the  New  Pathway, 
developed  and  taught  a  course  for 
first-year  students  to  demonstrate 
problem-based  learning.  This  year 
Paul  Unger  "86,  who  has  succeeded 
Berman  as  research  fellow,  will  pre- 
sent the  course  again,  writing  new 


cases  that  will  be  used  later  in  actual 
Holmes  Society  sessions.  This  year's 
course  will  also  help  train  teachers  in 
the  problem-based  method,  serving 
as  the  basis  for  an  initial  series  of 
faculty  seminars,  during  which  faculty 
will  observe  (via  videotape  and  pos- 
sibly one-way  glass)  a  problem-based 
learning  group  in  action.  (See  piece 
by  Paul  Unger  below.) 

Beginning  in  the  spring  of  1985, 
New  Pathway  faculty  will  be  offered 
skill  development  workshops  that  ac- 
tively involve  participants  in  learn- 
ing, with  practice  teaching  with  peer 
groups,  videotaping  and  review,  and 
simulations.  Topics  will  include  adult 
learning  theory,  leading  a  small  group 
discussion,  asking  questions,  deter- 
mining learning  objectives,  providing 
feedback  to  learners,  and  methods 
of  student  evaluations.  Retreats,  inten- 
sive conferences,  and  informal  discus- 
sion groups  will  be  used  as  appropri- 
ate. Workshops  will  also  be  provided 
for  students  in  the  fall  of  1985  to 
enhance  their  skills  in  learning  in  the 
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PERSPECTIVE 


by  Paul  Unger  "86 


problem-based,  independent  mode. 

Plans  are  underway  to  establish  a 
teaching  center,  similar  to  the  Harvard 
Danforth  Center  for  Teaching  and 
Learning,  to  focus  on  the  needs  and 
special  challenges  faced  by  the  Holmes 
Society  faculty  — and  to  offer  a  sys- 
tematic process  for  assessing  and 
improving  teaching.  The  proposed 
center  will  stimulate  ways  of  thinking 
about  medical  education,  teaching 
methods  and  teaching  materials,  pat- 
terns and  frequency  of  teacher/stu- 
dent interactions,  and  the  status  of 
teaching  as  a  professional  activity. 

The  center  will  offer  four  broad 
categories  of  faculty  development 
activities:  educational  consultation, 
episodic  programs,  individualized 
teaching  a.s.sessment,  and  instructional 
resources.  The  growth  of  the  faculty 
member  as  an  expert  within  his  or 
her  own  discipline  will  continue  to 
be  the  responsibility  of  the  academic 
departments  and  of  the  faculty  mem- 
ber. 

A  collection  of  resources  about 
and  for  teaching  — books,  articles, 
journals,  videotapes,  and  computer- 
ized self-instructional  materials— is 
currently  being  developed  for  the  New 
Pathway,  and  a  study  area  is  being 
designed,  "lield  experiences"  will 
promote  an  interdisciplinary  ap- 
prt)ach,  so  basic  scieniisis  and  clini- 
cians can  benefit  from  each  other's 
perspectives.  The  center  will  uho 
attempt  to  build  a  cadre  oi  "master" 
teachers,  itlenlifietl  by  peer  or  sluilent 
nomiMatii>n.  who  would  alltnv  col- 
leagues lo  observe  ami  discuss  their 
teaching. 

This  material  was  compile  J  hy  ilic 
Bulletin  sta/f.  with  the  help  of  the 
New  Pathway  staff.  The  proiiiess  re- 
port, a  comleiiseil  ami  ii/Hhtti'il  vei- 
sioii  of  which  appears  here,  was  oriii- 
inally  written  by  i.leanor  .McLaughlin, 
eiirrictiliim  coonliiiator  of  the  New 
Pathway. 


Unfortunately,  I  am  too  far  into 
my  medical  education  to  apply 
to  enter  the  first  class  of  the 
Oliver  Wendell  Holmes  Society  in  the 
fall  of  1985.  However,  due  to  my  expe- 
riences as  a  student  at  HMS.  1  have 
come  to  feel  strongly  that  medical 
students  ought  to  take  responsibility 
for  their  own  learning,  and  that  stu- 
dents should  participate  in  defining 
the  body  of  knowledge  to  be  mastered 
and  the  methods  used  to  learn  it. 

I  have  been  involved  in  the  plan- 
ning phases  of  the  New  Pathway  ever 
since  Dean  Toste.son  introduced  his 
ideas  to  faculty  and  students  in  the 
spring  of  1982.  1  have  postponed  my 
fourth  year  at  HMS  to  spend  this  year 
as  a  research  fellow  for  the  Holmes 
Society,  because  it  seemed  crucial  to 
me  that  students  be  intimalely  in- 
volved in  helping  define  the  program 
from  the  ground  up. 

During  my  first  two  years  at  HMS. 
as  I  sat  in  amphitheatres  with  my 
classmates  and  ghosts  of  alumni,  try- 
ing desperately  lo  "'learn,"  I  pondered 
how  the  material  presented  related 
to  practicing  medicine.  What  level  oi 
detail  was  required  if  one  was  to  be  a 
good  doctor?  Was  memorizing  tables 
and  biochemical  pathways  crucial  to 
my  success  in  nicilicine?  Where  were 
the  patients?  I  was  not  alone;  ihe 
entire  class  seemed  to  lack  persjiec- 
live  on  how  our  daily  studies  were 
important  lo  i>ur  ultimale  patient 
responsibilities.  Our  teachers  made 
vague  altcmpis  to  "illustrate"  these 
points,  but  fell  far  short  of  integra- 
ting basic  science  uith  clinical  medi- 
cine. This  gap  in  my  understanding 
remained  until  I  was  a  third-year 
sluilent  confronieil  by  clinical  prob- 
lems on  the  wartls. 

n    D    D 

It  was  in\  firsi  hum  ning  on  a  med- 
ical ward  .service,  with  the  concomi- 
tant  first  session  o\'    '\  isii   Rounds" 


—  medical  students'  daily  teaching  ses- 
sion with  a  senior  faculty  member. 
Each  new  rotation  had  brought  with 
it  a  new  teaching  format,  a  differenl 
style  and  set  of  educational  objec- 
tives, at  the  whim  of  the  instrucU)r. 
What  would  be  expected  this  time? 
Would  this  be  another  chance  to  recite 
the  text  memorized  last  niuht  from 


What  reforms  do  you  think  are 
necessary  to  improve  medical  edu- 
cation? 

More  emphasis  on  ethics,  health 
policy,  community  work 

More  early  clinical  teaching 

Encourage  thinking:  cases,  prob- 
lem solving 

More  individualized  or  small 
group  instruction 

Cut  down  on  detail 
-more  on  what's  important 

Less  pressure  in  clinical  years 
and  residency 

Better  role  models 

Fewer  large  lectures 

Require  or  encourage  lime  oft 
belore  medical  school 

Reward  good  teaching 

More  flexible  early  admissions 

Fewer  science  premed  require- 
ments 

Incorporate  the  goals  of  Ihe  New 
Pathway  in  the  current  four-year 
program 

More  computer  instruction 

Better  selection  process 

-  Written  responses  Irom  a  March 
1983  HMS  sludenl  survey.  "The  New 
Pcilhway  Oueslionnaire:  What  Ihe  Stu- 
dents are  Thinking,"  The  Present 
Illness. 


H  \KS\ROMlOUM        -^ 


Harrison's  Textbook  of  Medicine  or 
the  medical  edition  of  Trivial  Pursuit? 
Some  faculty  members  take  Visit  time 
to  lecture  on  the  case  at  hand  (as  a 
guaranteed  percentage  of  the  students 
catch  up  on  sleep),  and  others  skill- 
fully make  connections  to  their  fields 
of  research,  which  to  any  other  mortal 
are  completely  unrelated. 

Since  it  was  the  first  day  on  the 
service  for  me  and  my  fellow  stu- 
dent, our  resident  presented  the  case 
of  the  day:  an  elderly  woman  with 
chronic  but  stable  congestive  heart 
failure  decompensated  unexpectedly 
despite  her  strict  adherence  to  her 
medication  schedule.  She  had  to  be 
hospitalized,  since  just  breathing  took 
Olympic  effort.  As  the  resident  droned 
on  about  the  patient's  long  list  of 
medications,  her  other  medical  con- 
ditions that  might  or  might  not  be 
related,  and  her  lost  seven-volume 
medical  record,  I  settled  back  com- 
fortably, assuming  that  on  this  Visit, 


The  medical  course  can  not  produce 
a  physician.  It  can  only  provide  the 
opportunities  for  a  student  to  secure 
an  elementary  knowledge  of  the 
medical  sciences  and  their  applica- 
tion to  health  problems,  a  training 
in  the  methods  and  spirit  of  scien- 
tific inquiry,  and  the  inspiration  and 
point  of  view  which  come  from 
association  with  those  who  are 
devoting  themselves  to  education, 
research,  and  practice.  Medicine 
must  be  learned  by  the  student,  for 
only  a  fraction  can  be  taught  by 
the  faculty 

— W.C.  Rappleye,  director.  Medical  Edu- 
cation: Final  Report  of  the  Commis- 
sion on  Medical  Education,  1 932. 


as  with  all  previous  ones  in  my  expe- 
rience, the  only  one  on  the  hot  seat 
would  be  the  one  who  presented  the 
patient.  As  the  resident  finished  her 
presentation,  and  I  was  nodding  off, 
our  Attending  broke  the  silence  with 
a  question.  "Well,  what  caused  this 
woman  to  decompensate  and  go  into 
pulmonary  edema,  Paul?" 

That  last  word— my  name— caused 
the  hair  on  the  back  of  my  neck  to 
stand  erect.  "What?  Huh?  Who.  me?" 
was  the  best  I  could  manage  for  an 
initial  response.  He  wasnt  playing  by 
the  rules:  he  was  asking  me  to  analyze 
a  problem  — worse,  to  do  it  sponta- 
neously! I  stumbled  through  an  at- 
tempt at  an  answer,  picking  on  spe- 
cifics and  not  taking  a  systematic 
approach  to  the  analysis.  To  my  sur- 
prise, what  followed  was  a  discussion 
of  how  to  evaluate  a  medical  prob- 
lem—something that  had  been  con- 
spicuously absent  from  my  medical 
education  up  to  that  point. 

Suddenly  basic  science,  which  had 
stood  in  isolation  for  so  long,  took  on 
new  importance  in  understanding  a 
relevant  clinical  situation.  A  dialec- 
tical synthesis  revealed  itself  as  these 
two  previously  opposing  forces  joined 
to  create  a  whole.  As  this  pattern  was 
reinforced  by  my  time  in  the  hospital 
working  with  patients,  many  of  my 
questions  spawned  in  Amphitheatre 
C  became  answerable.  Yet  I  was  frus- 
trated that  it  had  been  so  difficult 
to  arrive  at  this  new  level  of  under- 
standing. 

I  came  to  realize  the  importance 
of  student  input  into  the  framework 
of  medical  education.  It  not  only 
makes  students  more  involved  in  the 
material  — building  a  foundation  of 
lifelong  learning  habits  and  skills  that 
physicians  need  in  order  to  function 
in  today's  rapidly  changing  medical 
world  — but  also  helps  to  bring  teach- 
ing strategies  up  to  date.  At  the  ad- 
ministrative planning  level,  student 
input  is  a  valuable  tool  in  assisting 


the  faculty  to  lay  out  the  educational 
framework  of  the  curriculum.  In  keep- 
ing with  this  philosophy,  I  joined  in 
on  the  planning  of  the  Holmes  Society. 

D     D     D 

My  role  in  the  New  Pathway  is  mul- 
tifocal, involving  faculty  and  resource 
development,  curriculum  design, 
teaching,  and  liaison  to  current  HMS 
students.  One  of  my  major  projects 
this  year  is  to  expand  and  present 
Medicine  902,  a  month-long  course 
for  first-year  students,  using  problem- 
based  learning.  Jeff  Herman  "85  de- 
veloped and  taught  this  course  last 
year,  to  an  enthusiastic  reception  by 
both  the  students  and  faculty  mem- 
bers involved.  My  task  is  to  develop 
new  cases  for  the  course— -cases  that 
will  actually  be  used  by  Holmes  So- 
ciety students— and  to  use  the  course 
to  train  faculty  members  in  the  tech- 
niques of  leading  problem-based  learn- 
ing sessions. 

My  role  as  student  liaison  is  par- 
ticularly important  since  inadequate 
communication  at  the  inception  of 
planning  led  to  an  initially  negative 
student  reaction  to  the  project.  I  hope 
to  see  increased  student  membership 
in  the  various  planning  groups.  I 
would  also  like  to  see  fourth-year 
students  act  as  tutors,  assisting  first- 
year  students  with  a  wide  range  of 
clinical  and  basic  science  topics.  A 
fourth-year  elective  is  now  being  out- 
lined that  would  focus  on  writing 
problems  for  use  throughout  the  prob- 
lem-based curriculum. 

The  Oliver  Wendell  Holmes  So- 
ciety is  not  merely  another  in  a  long 
line  of  HMS  curriculum  revisions,  but 
a  critical  reexamination  of  the  phi- 
losophy that  underlies  medical  edu- 
cation today.  This  analysis,  and  the 
resulting  plan  of  action,  has  student 
participation  as  part  of  its  heart  and 
soul,  and  an  essential  criterion  of  its 
ultimate  success.  D 
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Introducing  Will  Cochran, 
New  Alumni  Director 


U  \K\\KI)  Mkdical     2:" 


To  prepare  a  profile  of  Will  Cochran 
'52.  newly  installed  director  of  Alumni 
Relations,  the  Bulletin  staff  dug  into 
the  archives  — and  found  that,  in  his 
class  reports  for  Harvard  College  ( '45) 
and  Harvard  Medical  School,  he  had 
already  done  most  of  the  job.  Pre- 
sented below  is  an  abbreviated  col- 
lection of  those  reports. 

Cochran  is  currently  associate 
clinical  professor  of  pediatrics  at 
HMS,  and  physician  in  charge  of 
Newborn  Nurseries  at  Beth  Israel 
Hospital.  He  is  on  the  faculty  of  the 
Joint  Program  in  Neonatology  at  Beth 
Israel.  Brigham  and  Women's,  and 
Children's  hospitals.  His  teaching  has 
been  honored  with  two  awards:  the 
Children's  Hospital  House  Officers 
Teaching  Excellence  Award  in  1 977. 
and  the  Valentina  Donahue-Turner 
Award  for  Excellence  in  Teaching 
from  the  HMS  Class  of  1981. 

Cochran  has  long  served  HMS  in 
a  number  of  capacities.  He  has  been 
president  and  fund  agent  of  his  class 
since  1952:  chairman  of  the  first 
Alumni  Survey  Committee,  which 
produced  a  report  on  adnn'ssions  in 
1973:  a  member  of  a  task  force  on 
the  admissions  process:  a  member  of 
the  Committee  on  Admissions  since 
1976;  and  chairman  of  the  Subcom- 
mittee on  Minority  Admissions.  He 
left  his  admissions  work  last  spring  to 
make  way  for  his  new  responsibilities. 

To  find  out  about  Cochran's  plans 
for  the  alumni,  we  tracked  him  down 
in  the  neonatology  ward  at  BWH. 
where  he  spoke  of  finding  ways  of 
giving  recognition  to  remarkable  alum- 
ni who  are  not  well  known.  "Instead 
of  the  Nobel  Prize.  "  he  said,  "maybe 
we  can  come  up  with  a  'Noble  Prize. 
He  also  .spoke  of  his  love  of  teaching— 
and  then  proceeded  to  teach  us.  mak- 
ing clear  and  simple  the  treatment  of 
infants  who  would  not  have  survived 
only  a  few  short  years  ago. 

Two  of  Cochran's  new  constitu- 
ency have  experienced  his  reign  be- 
fore: son  David  '79.  and  daughter 
Nancy  '81.  Another  physician  daugh- 
ter Susan,  was  recently  profiled  in  a 
New  Yorker  piece  on  family  doctors. 


1955  Harvard  College  Report 

At  present  I  am  gainfully  employed 
both  professionally  and  socially  in 
taking  care  of  the  future  All  Ameri- 
cans, Lana  Turners,  Stevensons,  Ei- 
senhowers, Batchelors,  McCarthys, 
Willie  Mayses,  and  possible  Willie 
Suttons.  It  is  very  difficult  to  tell  which 
is  which  under  a  diaper.  I  am  in  my 
last  year  of  residency  in  pediatrics  at 
Children's  Medical  Center. 

Over  the  past  few  years  I  have 
voted  Republican  (and  cursed  myself), 
voted  Democratic  (and  cursed  my- 
self), not  voted  at  all  (and  cursed 
myself);  I  have  caught  a  mild  case  of 
paralytic  polio  (and  cursed  the  virus), 
but  have  completely  recovered;  be- 
come an  even  more  ardent  fisherman 
and  duck  hunter  with  very  little  ma- 
terial gain  but  great  philosophical 
advance;  become  a  home  owner  of  a 
ranch-type  project  house  which  has  a 
big  window  facing  all  the  other  houses 
with  their  big  windows;  and  last,  and 
certainly  foremost,  have  gradually 
acquired  a  family  that  seems  to  satisfy 
all  my  Freudian  drives  both  by  beget- 
ting and  having  around  me. 

My  future  is  dim  but  it  deals  with 
taking  care  of  the  common  child.  I 
hope. 


/  95  7  HMS  Re u n io n  Rep ort 

Type  of  work:  My  greatest  problem  is 
balancing  home  life  and  pediatrics, 
the  latter  becoming  bigger  and  bigger, 
the  former  becoming  larger  and  larg- 
er! Am  on  the  teaching  staff  (if  anyone 
wants  to  call  it  "teaching")  of  Law- 
rence and  Memorial  Hospitals.  This 
is  where  we  send  our  private  patients, 
where  our  newborns  are,  and  where 
we  have  the  ward  service.  Am  on  the 
consulting  staff  of  the  Seaside  Sana- 
torium (TB). 

Personal  history:  After  leaving  the 
Three-H  Club  (Harvard's  Hallowed 
Halls),  I  moved  about  200  feet  into 
one  of  the  worst  phases  of  my  life, 
the  intern-residency  routine.  I  look 
back  on  Children's  Hospital  now  with 
mixed  emotions,  but  at  the  beginning 


of  internship  it  was  to  me  all  grue- 
some. My  attitude  was  changed  the 
third  year  out  when  we  were  paid 
S9.41  a  week.  That  was  the  year  we 
bought  the  goldfish. 

Somewhere  along  in  the  second 
year,  to  prove  that  men  in  white  suits 
are  clean  but  not  sterile,  I  managed 
to  beget  my  last  child  (so  far).  Al- 
though I  was  treated  wonderfully  and 
really  enjoyed  my  last  year  in  training 
I  revelled,  laughed,  and  screamed  for 
joy  at  the  end  of  said  year. 

Now  I'm  peeking  under  diapers 
daily  looking  for  the  rare  syndromes 
and  finding  only  pooh  (not  the  bear) 
or  simple  rashes;  listening  to  chests 
and  hearing  only  normal  hearts; 
checking  head  circumferences, 
lengths,  and  heights  only  to  find  them 
following  the  90  percent  with  startling 
regularity.  To  one  with  a  more  com- 
plicated brain  than  mine,  this  would 
seem  boring  — but  somehow  it  gives 
me  a  boot. 

Frank  Ingraham  has  called  New 
London  the  "Armpit  of  New  England." 
He's  probably  right  but  since  we  live 
near  the  ocean  the  salt  air  provides 
enough  Odor-o-no  so  that  we  love  it 
here.  My  big  battle  is  now,  as  it 
probably  always  will  be,  how  to  feel 
like  I'm  doing  my  part  in  this  atomic 
age  and  still  have  enough  time  for  my 
wonderful  wife  and  growing  children. 
I'll  not  bore  you  with  the  more  de- 
tailed mental  gymnastics.  As  a  parting 
note,  having  once  been  honored  as 
standard  bearer  in  a  stuffed  ballot 
election,  I  might  point  out  that  I  can 
easily  be  replaced.  All  you  have  to  do 
is  appear  at  the  reunion  and  dethrone 
me.  I'm  hoping  that  the  prospect  of 
this  possibility  will  double  the  turnout! 

1960  Harvard  College  Report 

Since  the  last  report,  I've  grown  five 
years  older,  little,  if  any,  wiser,  and  I 
still  don't  know  what  it's  all  about!  I 
have  been  practicing  pediatrics  in  New- 
London.  I  hope  it  does  somebody 
some  good.  It  continues  to  amaze  me 
how  much  credit  antibiotics  and  doc- 
tors get  for  the  inevitable  recovery  of 
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most  diseases  and  conditions.  I  guess 
so  long  as  we  are  well  motivated,  our 
profession  will  flourish. 

Having  a  great  hate  for  the  ever- 
present  telephone  and  the  fact  that  it 
is  easier  to  dial  a  number  than  use 
your  head,  I  have  two  highly  esteemed 
partners  who  enable  me  to  get  off  the 
hook  and  enjoy  my  wonderful  family 
and  do  something  with  them  besides 
gaze  upon  them  when  they  are  sleep- 
ing. I  still  hope  to  teach  somewhere. 
but  no  one  thinks  any  more  highly  of 
me  than  I  do.  so  I'm  doomed  to  this 
life,  I  gue.ss. 

Having  failed  to  be  the  first  to 
climb  Mt.  Everest,  fly  more  than  the 
speed  of  the  earth's  rotation,  be 
picked  as  one  of  the  astronauts,  beget 
quintuplets,  beat  Tom  Dooley  into 
Laos  or  Schweitzer  into  Africa,  or  to 
have  played  fcnitball  in  the  Harvard 
Stadium,  I  firmly  believe  that  what  I 
have  to  say  will  be  of  little  note  nor 
k>ng  remembered.  Ht)wever,  I  favor 
disarmament  outside  of  the  United 
Nations,  or,  as  Tom  Lehrer— the  fa- 
mous singing  poet  from  Harvard- 
says  in  his  newest  hymn,  "We  will  all 
go  together  when  we  go."  I  would  like 
to  see  our  food  surpluses  sent  to 
starving  countries  with  a  packet  of 
directions  for  birth  control  in  each 
can  (like  the  prizes  in  Cracker  Jacks). 
I  look  forward  to  visiting  my  son  on 
Mars,  Venus,  or  Jupiter.  I  continue 
to  contribute  more  (not  a  lot!)  to  t)ur 
church  than  I  dc^  lo  Harvard. 


I')()2  1 1  MS  Reunion  Report 

Medical  Work:  After  five  years  in  a 
petliatric  grt)up  practice  in  New  L(>n- 
{\on,  C'lMinecticul,  I  snapped  u|"»  ihe 
chance  to  participate  in  a  I2-Iuispilal 
prt>spective  stutiv  of  cerebral  palsy, 
pari  of  NIH  (NINDB).  I  have  leaching 
and  ht^spital  appi>intments  al  liosion 
Lying-in.  C'hiklren's.  and  Massiichu- 
sells  (icneral  hospitals. 

riie  from  lines  of  peilialrics  were 
[oo  much  lor  mc.  Ihe  patients  I  loveil: 
some  of  the  parents'  questions  were 
unbelie\able.    1    believe   in   nioviiii: 


Instead  of  the  Nobel  Prize, 

maybe  we  can  come  up 

with  a  ''Noble  Prize"  to 

recoi^m'ze  reniarkable 

HMS  alumni  who  arc  not 

well  known. 


nurses  to  the  front  lines,  after  elevat- 
ing them  to  the  status  of  junior  petli- 
alricians  following  a  perioil  of  train- 
ing -  so  clods  like  me  can  go  back 
into  office  practice  wiihoul  being 
dunned  to  death.  I  wouldn't  force  this 
on  an\one.  but  I'd  snaj^  .il  the  chance! 
After  my  first  three  \ears  in  |Maclice. 
m\  then  sivyear-okl  couKI  spell  three 
words:  "Naney."  "Cat,'  and  "Neo- 
s\  iiephrine." 


1  struggle  at  some  extra  clinical 
research  but  am  the  world's  most  sK)v- 
enly  thinker,  so  find  myself  stagger- 
ing in  abysmal  ignorance  — plus  mak- 
ing stupid  mistakes.  Feel  that  the  only 
journal  worth  reading  would  not  allow 
author's  name:  then  what's  printed 
would  be  there  for  a  more  wholesome 
reason. 

Activities  since  l'-).S7:  I  still  feel 
strongly  about  clean  living  and  exer- 
cise—especially when  I'm  doing  nei- 
ther, it's  all  I  can  do  to  brush  my  hair 
100  strokes  a  day  without  getting 
cramps  in  my  arm.  My  political  lean- 
ings are  more  liberal  if  anything  — nou 
tingetl  with  overt  hysteria  at  times. 
We  live  in  a  I bO-y ear-old  farm  house, 
so  we  fear  fall-in  much  more  than 
fall-out.  The  cellar  is  so  full  of  sup- 
porting paste  all  around  that  it's  all  1 
can  do  to  maneuver  the  rowboal  down 
there  when  the  spring  rain  floods  the 
cellar.  If  it  weren't  lor  my  wonderful 
family  and  the  world's  greatest  lady 
for  a  wife,  I'm  sure  life  wi>uld  lose 
most  of  its  wi>nderful  charm. 


I'H)5  Harvard  Collciic  Report 

V\v  been  largeK  in  research  at  the 
Boston  Lying-in.  running  the  pediat- 
ric si(.le  of  an  NIH-granted  colossus 
that  studies  the  obstetric  causes  of 
cerebral  palsy,  mental  deficiency,  mkI 
birth  ilefeets.  Si>me  i>f  it  is  pure  seat 
work,  but  it  alKms  me  time  to  think, 
siime  lime  to  write.  nuHleraie  lime  lo 
leach  heresy  to  medical  siudenis.  and 
1  do  gel  invoked  somewhat  in  the 
practice  of  medicine. 

I  continue  to  lo\e  that  girl  called 
"m\  wile"  in  spite  oi  her  frusiralion 
al  the  "uselessness"  oi  her  life  as  she 
works  hard  lo  bring  up  ihe  children, 
who  i>flen  don'l  seem  to  ajipreeiale 
ihe  eflorl  al  all. 

We  sorely  miss  John  Kennedy  as 
the  figurehead  of  America  and  ihink 
Albert  Schweii/er.  (iaiulhi.  and  Mar- 
tin I  ulher  King  are  "ihe  greatest. "  1 
\earn  for  a  pv>lie\  of  desirable  Inn 
iree  immigraliiMi,  but  freeK  admit 
Id  like  [o  be  al  or  near  ihe  top  of  the 
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pile— only  wishing  the  pile  was  made 
up  of  all  kinds. 

My  favorite  hobby  is  daydream- 
ing—dreaming about  a  scientific 
study,  dreaming  about  teaching  un- 
derprivileged in  Roxbury,  dreaming 
about  the  U.S.S.  Hope,  hoping  to 
write  a  book  on  immigration.  Fm  one 
of  the  world's  great  dreamers  but  rate 
the  bottom  of  the  list  of  doers.  I  blame 
it  all  on  being  a  Harvard  man. 

1970  Harvard  College  Report 

"Fm  no  longer  the  man  I  never  was." 
I  wish  I  knew  who  first  said  that,  for 
it  says  so  much  so  well!  I  will  add,  I 
will  never  be  the  man  I  dream  of 
being.  Politically  I  look  for  heroes 
that  either  melt  before  my  heated  gaze 
or  are  murdered.  If  I  could  resurrect 
one  (and  he  was  not  really  political), 
it  would  be  Martin  Luther  King.  He 
did  much  to  keep  my  hopes  alive  that 
somehow,  eventually,  all  would  be 
well.  What  style  he  had  when  he  was 
steamed  up!  Now  there  isn't  anyone 
who  hasn't  got  some  blemish  (either 
personal  or  political),  so  Fm  just 
waiting.  I  have  voted  both  sides  but 
call  myself  a  Democrat.  Political  en- 
tomologists would  probably  hang  the 
"fuzzy  liberal"  label  around  my  neck. 

Socially,  I  believe  in  the  family  as 
the  most  desired  and  desirable  basic 
unit  on  which  to  build  a  stable  society. 
Whatever  makes  marriages  happy  and 
permanent  I  am  for.  Perhaps  the  social 
anthropologists,  with  the  help  of  char- 
acters like  Robert  Ardrey  and  his  book 
African  Genesis,  will  show  us  how 
the  ambivalence  of  man  (one  minute 
philosophical,  the  next  reacting  from 
the  gut)  can  develop  a  society  that 
isn't  too  restrictive  either  way.  I  doubt 
premarital  sex  or  trial  marriages  are 
the  answer  at  all  (though  they  may 
be),  and  I  get  very  upset  when  unwed 
pregnancy  evolves.  With  instant  grat- 
ification, the  whole  basis  of  romance— 
the  fanciful  and  the  unreal  — is  gone. 

Professionally,  I  enjoy  teaching, 
caring  for,  and  doing  a  modicum  of 
research  on,  newborn  infants.  They 
are  largely  untouched  by  society, 


presenting  themselves  as  "pure  sub- 
strate." All  I  have  found  out  so  far  is 
how  little  we  really  know. 

My  wife  and  I  have  had  great 
times,  shared  new  ideas,  remembered 
old  experiences,  had  lots  of  laughs, 
occasionally  strongly  disagreed.  We 
are  probably  too  proud  of  our  chil- 
dren. I  hope  our  luck  holds  for  another 
25  years  at  least. 

1977  HMS  Reunion  Report 

My  major  hobbies  are  talking  about 
going  jogging,  cross-country  skiing, 
cruising,  skiing,  hunting,  fishing.  My 
minor  hobbies  are  doing  those  that  I 
talk  about,  and  also  tennis,  sailboat 
racing,  and  bird  watching. 

Since  1972:  I  have  continued  my 
losing  battle  with  father  time  but  look 
on  it  philosophically  as  a  medical 
education. 

Since  last  writing,  my  wife,  Mary- 
belle,  has  become  a  full-fledged  social 
worker  concentrating  on  family  dis- 
solution. All  five  offspring  are  now 
past  high  school.  Two  oldest  are  in 
medical  school,  we  are  proud  (but 
slightly  embarrassed)  to  relate,  and 
the  third  is  applying  "all  over,"  trying 
to  get  in  any  place  next  year.  The  two 
youngest  are  determined  to  live  a  dif- 
ferent lifestyle  but  so  were  the  three 
oldest  not  too  long  ago,  so  Marybelle 
and  I  "just  watch." 

I  have,  I  guess,  now  started  to 
retreat  slowly  from  my  top  level  of 
incompetence,  where  I  was  running 
the  newborn  service  at  Boston  Lying- 
in.  I  now  work  on  a  team  at  three 
hospitals:  Boston  Lying-In  and  on  the 
newborn  services  of  Children's  and 
Beth  Israel.  It  has  been  great  fun 
being  in  on  the  quantum  jump  that 
neonatology  has  taken  in  the  last  10 
years,  though  I  wish  occasionally  for 
the  old  days  when  one  observed  and 
treated  the  patient  rather  than  the 
lab  book.  Now  it  seems  the  patient  is 
often  "trolled  through  the  lab  to  see 
what  bites,"  and  some  days  the  fish 
are  really  biting.  I  get  to  do  a  lot  of 
teaching,  which  I  enjoy  immensely. 
Fm  urged  to  do  research  and  publish; 


perish  the  thought!  Eighty  percent  of 
the  time  Fm  happy  going  to  work  in 
the  morning;  100  percent  of  the  time 
Fm  ecstatic  going  home  at  night. 

Thanks  to  all  you  classmates  who 
25  years  ago  had  the  misguided  desire 
to  elect  me  class  leader,  I've  been 
appointed  to  the  HMS  Alumni  Survey 
Committee  and  from  there  to  the 
Admissions  Committee.  Both  have 
been  educational  and  fun.  It  gives 
me  a  chance  to  "say  my  piece"  about 
what  I  think  HMS  ought  to  be,  and 
who  ought  to  be  its  students.  Since 
Fm  the  only  one  on  the  Admissions 
Committee  who  ever  was  in  non-aca- 
demic primary  care,  I  argue,  rightly 
or  wrongly,  from  that  vantage  point. 

To  sum  up,  for  a  25th  report,  if  I 
had  to  do  it  all  over  again,  I'd  try  to 
marry  Marybelle.  go  to  Harvard,  have 
five  children,  practice  pediatrics,  and 
become  a  neonatologist.  I  hope  I'd 
be  as  happy  the  second  time  around. 

1980  Harvard  College  Report 

In  the  past  ten  years  I  have  contin- 
ued pretty  much  in  the  same  geo- 
graphic area  — I  have  turned  myself 
into  a  subspecialist  in  a  field  that  was 
just  created  in  1976.  Believing  in 
primary  care  as  the  epitome  of  med- 
icine, I  am  sorry  I  have  not  remained 
a  pediatrician  but  am  pleased  to  have 
helped  develop  neonatology. 

I'm  still  a  frustrated  Democrat— 
against  what  I  see  as  over  spending 
for  overkill,  and  only  lip  service  for 
what  could  and  should  be  a  big  pro- 
gram for  alternate  energy  (at  the 
moment  not  nuclear  until  at  least 
hydrogen  can  be  harnessed).  I  am 
still  very  optimistic  but  feel  the  future 
will  be  quite  different  than  the  recent 
past. 

My  three  oldest  children  are  in 
medicine  and  that  is  nice,  but  mostly 
I'd  like  them  to  be  happy,  which  some- 
times they  are  not.  If  anyone  has  an 
infallible  happiness  formula  I  hope 
he'll  present  it  at  the  reunion.  Next  to 
youngest  is  into  computer  science  and 
youngest  plans  a  political  career.  They 
are  a  great  family  to  me.  d 
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A  Talk  with  the 

New  Dean 
for  Resources 


by  Lisa  W.  Drew 
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Harvard  Medical  School  is  gearing 
lip  for  a  major  capital  campaign. 
Weekly  Development  Office  staff 
meetings  start  promptly  Mondays  at 
8:3U;  computers  are  on  their  way: 
and  while  the  Alumni  Office  is  being 
renovated  to  house  part  of  the  Devel- 
opment Office  (in  addition  to  the 
Alumni  Association  and  Alumni 
Fund),  new  development  staff  mem- 
bers play  musical  offices  between  the 
basement  and  upper  reaches  of  Build- 
ing A. 

Presiding  over  it  all  is  new  dean 
for  resources  William  K.  Stone,  fresh- 
ly transplanted  from  University  of 
Florida,  where  he  was  director  of  uni- 
versity development.  Stone,  a  1958 
graduate  of  Harvard  College,  spent 
the  first  decade  of  his  career  in  busi- 
ness before  moving  into  fund  raising 
in  1970.  During  his  last  five  years  at 
University  of  Florida,  private  support 
more  than  doubled,  and  gifts  to  the 
university  's  foundation  more  than 
tripled. 

At  HMS.  Stone  will  be  guiding 
the  development  program  and  capital 
campaign.  He  believes  "HMS  is  at  a 
crossroads:  what  happens  in  the  next 
five  to  seven  years  in  securing  addi- 
tional resources  will  have  a  major 
effect  on  the  future  quality  of  the 
school." 

In  the  following  interview,  he  talks 
about  the  needs  of  the  school,  his 
plans  for  meeting  those  needs,  and 
his  function  as  a  catalyst  for  bringing 
together  the  interests  of  donors  and 
the  school. 


Previous  page:  William  Stone  seated 
before  the  portrait  of  Ezekiel  Hersey. 
first  donor  to  HMS.  Hersey  gave  1.  ()()() 
pounds  to  Harvard  in  1772.  U)  years 
before  the  founding  of  HMS.  With 
other  Hersey  family  gifts,  two  en- 
dowed chairs  were  established  in  1792: 
both  are  still  active.  The  portrait  now 
hangs  in  Stone's  office. 


Fund  raising  is  a  two- 
part  educational  process: 
first  alerting  alumni  and 

friends  that  HMS  has 
serious  financial  needs, 

then  informing  those 

who  are  interested  about 

how  they  can  help. 


HMAB:  Let's  start  with  what  brought 
you  to  HMS. 

WS:  I  was  interested  in  the  idea  of  a 
campaign  — and,  being  an  alumnus  of 
the  college,  I  found  it  attractive  to 
return  to  the  same  institution.  When 
you're  approached  by  Harvard,  you 
have  to  at  least  take  a  look.  It  was 
stimulating  to  meet  Dean  Tosteson 
and  the  other  deans  here;  1  was  in- 
spired by  their  enthusiasm  and  gen- 
uine feelings  about  HMS  — its  leading 
position  and  new  directions. 

HMAB:  Is  that  the  same  campaign 
that's  been  in  the  works?  When  will 
it  be  launched? 

WS:  Yes:  it's  a  major  capital  campaign 
the  school  has  been  gearing  up  for 
since  its  Bicentennial.  It  will  be  for- 
mally announced  about  January  1986. 

HMAB:  I  imagine  you  run  across 
skepticism  that  Harvard  Medical 
School  really  needs  money.  How  do 
you  answer  that  question? 

WS:  Although  HMS  has  an  impres- 
sive-sounding endowment  of  over  S200 
million,  that  amount  is  far  from  suf- 
ficient to  meet  current  needs.  Virtu- 
ally all  of  it  is  restricted  for  such 
purposes  as  professorships  and  re- 
search funds. 

There  is  a  great  need  for  scholar- 
ship funds.  The  rapid  inflation  in  this 
country  in  the  last  20  years  has  created 
enormous  pressures  on  the  budget 
here,  and  as  a  result  has  also  created 
enormous  financial  burdens  for  med- 
ical students.  The  costs  well  exceed 


the  amount  of  available  scholar- 
ship funds.  HMS  tuition  this  year  is 
512,100.  The  approximate  total  cost 
of  four  years  of  HMS  education  for  a 
student  entering  this  year  substantially 
exceeds  S50,000.  To  endow  that  costs 
approximately  SI  million. 

Endowments  for  chairs  also  have 
inflated.  A  chair  that  might  have 
required  5150,000  20  years  ago  re- 
quires 51.5  million  today. 

A  third  need  concerns  the  physical 
plant.  As  you  know,  the  Quadrangle 
is  78  years  old.  Although  some  of  the 
buildings  have  undergone  significant 
renovation,  others  are  in  poor  condi- 
tion: Building  E,  for  example,  has 
not  had  any  renovation  since  its  con- 
struction in  1906.  Vanderbilt  Hall  is 
in  serious,  deteriorating  condition. 
Although  it  received  a  much-needed 
facelift  in  the  late  '70s,  it  has  not  had 
any  significant  renovation  since  its 
construction  in  1927.  The  pressure 
for  space  is  also  serious:  the  space 
needs  of  the  school  both  now  and  in 
the  future  are  presently  being  as- 
sessed. 

HMAB:  A  new  relationship  is  being 
formed  between  the  Development 
Office  and  the  Alumni  Fund.  How  is 
that  taking  shape? 

WS:  As  you've  reported  in  the  Bul- 
letin, Carl  Walter  has  stepped  down 
as  chairman  of  the  Alumni  Fund,  and 
Joe  Murray  has  taken  over  as  interim 
chairman.  He  has  taken  over  a  solid 
program  from  Carl  Walter,  primarily 
based  on  an  effective  class  agent 
system.  A  person  in  this  office  will 
support  the  chairperson  of  the  Alumni 
Fund  in  his  or  her  efforts  to  secure 
annual  support  from  alumni. 

HMAB:  So  the  staff  for  the  Alumni 
Fund  will  be  with  the  Development 
Office? 

WS:  Yes.  There  will  be  a  director  of 
annual  giving  in  the  Development 
Office  who  is  responsible  to  the  chair- 
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person  of  the  Alumni  Fund.  Annual 
giving  encompasses  unrestricted  gifts 
from  many  sources— alumni,  individ- 
uals, and  corporations.  The  Alumni 
Fund  includes  only  gifts  from  alumni. 

HMAB:  Will  Carl  Walter  still  be 
involved? 

WS:  Yes.  Carl  will  be  working  with 
us  to  identify  and  help  attract  major 
gifts.  That  will  be  a  significant  fund- 
raising  responsibility,  a  critical  one 
for  the  forthcoming  campaign. 

HMAB:  What  groups  do  you  consider 
to  be  potential  donors,  and  what  do 
they  get  back  from  a  relationship  with 
the  school? 

WS:  The  most  important  constitu- 
ency of  any  school,  especially  of  this 
one.  is  the  alumni.  They  form  the 
foundation  upon  which  everything 
el.se  is  built.  As  they  have  in  the  past, 
HMS  alumni  will  play  a  major  role  in 
the  development  program,  both  with 
help  on  the  campaign  and  with  gifts. 
They  are  graduates  of  the  finest  med- 
ical school  in  America,  and  their  alma 
mater  needs  their  financial  investment 
to  ensure  its  continued  leadership  in 
education  antl  research. 

Another  constituency  with  enor- 
mous potential  is  friends  of  the  med- 
ical .school  — primarily  ihtise  who  have 
been  patients  of  the  various  clinical 
faculty. 

A  third  area  is  the  corporate 
world  — very  important,  but  in  a  dif- 
ferent way.  There  we  will  look  for 
gifts  tt)  current  operations  and  re- 
.search  that  may  or  may  not  be  part 
of  camjiaign  goals,  but  siill  impor- 
tant to  the  tlevelopmeiit  |)rogram  as  a 
whole.  Ft>urlh  is  (he  area  of  foutula- 
tions,  critical  to  the  New  Pathway 
Isee  article  this  i.ssue|,  to  general  oper- 
ating support  for  different  programs, 
research,  and,  lo  a  lesser  extent,  con- 
struction anil  enthnvment. 

We  will  have  a  senior  deveU>pmenl 
person  in  each  of  the  following  areas: 
ci>rporate  fouiulation:    majiH'   gifts 


/  enjoyed  the  business 

world,  but  J  was  lookin<f 

for  somethin<^  other  than 

what  I  found  there.  I 

hope  my  efforts  help 

others  create  somethini^ 

of  enduring  value  for 

society. 


from  patients;  alumni  fund  raising, 
including  the  annual  Alumni  Fund 
and  major  gifts;  and  a  deferred  giving 
program.  Each  will  have  significant 
staffing,  hopefully  on  board  by  this 
January. 

HMAB:  You  said  to  me  recently  that 
fund  raising  is  an  educational  process. 
What  can  the  alumni  expect  from 
your  office? 

WS:  Fund  raising  is  an  educational 
process  from  two  standpoints.  The 
first  involves  alerting  alumni  and 
friends  that  HMS  has  serious  finan- 
cial needs,  and  that  those  needs  fall 
into  the  categories  I've  mentioned. 

The  second  involves  educating 
those  who  want  to  help  about  the 
many  ways  they  can  make  a  gift.  Most 
people  think  in  terms  of  cash  when 
they  are  asked  foi  a  charitable  tlona- 
tion.  But  usually  a  large  gift  for  an 
endowment  is  in  a  form  other  than 
cash  securities,  for  example,  ov 
land,  or  artwurk. 

The  two  nu>si  important  assets  are 
land  -  improved  and  unimprovetl 
property  — and  securities.  Many 
people  don't  realize  they  can  avoiil 
capital  gains  tax  on  gifts  of  securities 
aiul  land.  In  adilitiiMi.  reganlless  of 
what  a  donor  gives,  he  or  she  is 
enlilletl  lo  a  charitable  deduction  for 
the  full  value  of  the  properly,  which 
produces  some  fairly  significant  lax 
savings.  The  deduction,  in  effecl. 
reiluces  the  cost  of  the  gift,  if  some- 
one gives  SI.. ~>  niilliiMi  for  a  chair,  and 
he  or  she  is  in  ihe  .M)  percent  lax 
bracket,  then  the  cost  of  the  gift  in 
aclual  terms  is  onlv  S7,S0.(KK)     even 


less,  if  future  estate  taxes  are  consid- 
ered. 

Donors  have  their  own  needs  and 
interests,  and  the  needs  at  HMS  are 
very  real,  if  1  can  act  as  a  catalyst  to 
bring  both  together.  I've  really  ac- 
complished something  meaningful. 

HMAB:  1  noticed  on  your  resume 
that  before  you  went  into  development 
you  worked  as  a  securities  bri)ker.  for 
a  bank,  and  for  an  actuarial  firm. 
Then  you  took  two  years  off  to  write 
fiction  before  pursuing  this  career. 
Why  the  switch?  And  does  it  have  to 
do  with  why  you're  here  today? 

WS:  I  enjoyed  the  business  world, 
but  1  was  l(H)king  for  something  other 
than  what  1  found  there.  Everything  1 
did  there,  surprisingly  — and  as  I  look 
back  on  it,  it's  almost  as  if  I  was 
being  directed  tinvard  development  — 
has  been  helpful  in  this  work.  1  hope 
lo  bring  together  a  lolal  program  that 
will  include  helping  intlix  iduals  do 
something  meaningful  with  their  hard- 
earned  assets.  People  with  mone\ 
don't  always  know  what  lo  do  with  it. 
Even  parents  diMi't  always  want  to 
give  all  their  assets  lo  iheir  children. 
If  I  hey  doni,  they  onl>  ha\e  iMie 
choice:  gi\e  it  u>  charily.  1  hey  cer- 
lainly  won't  gi\e  il  lo  the  federal  gov- 
ernment. 

I'm  helping  people  more  than  1 
ilid  in  business.  And  its  a  more  direct 
help.  1  work  on  estate  plans,  for 
insiance.  anti  e\en  if  potential  doiu>rs 
don't  give  us  anything,  1  feel  I've 
helpei.1  them  resolve  the  disiribuiiiMi 
of  iheir  assets  — a  serious  pri>blem  in 
iheir  lives.  I  feel  thai  all  m\  life  I'xe 
been  |ireparing  and  educating  nn sell 
lo  become  a  belter  fuiul  raiser,  e\en 
though  I  only  siailevl  in  this  business 
14  years  ago.  I  enjox  il  aiul  find  it 
fascinating. 

I  hope  nn  efforts  alert  people  to 
ihe  maii\  op|n>rlunilies  ihe\  ha\e  to 
create  sonuMhing  of  enduring  \alue 
for  siK'ietx  imesling  in  liar\ard 
Medical  School  lo  improxe  n\edicul 
education  and  research.  n 
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The  Long 
Journey  Back 


by  Deborah  Zamcheck  Atwood 
and  Kimball  Atwood 


On  December  2,  1982.  Deborah  At- 
wood, manager  of  Vanderbilt  Hall  and 
veteran  of  four  Boston  Marathons, 
started  off  on  her  usual  daily  run.  As 
she  crossed  Commonwealth  Avenue 
near  the  BU  bridge,  a  car  struck  her 
leaving  her  with  16  fractured  bones. 
She  was  rushed  to  Brigham  and  Wom- 
en 's  Hospital,  where  it  was  estimated 
she  had  about  a  10  percent  chance 
of  survival. 

Deborah's  husband.  Kimball  At- 
wood 19.  then  an  internist  and  anes- 
thesiology resident  at  Beth  Israel 
Hospital,  watched  and  helped  her 
through  her  long  and  painful  recu- 
peration. She  remained  in  the  hospital 
for  six  months,  eventually  undergo- 
ing physical,  occupational,  and  speech 
therapy. 

In  February  1984.  more  than  a 
year  after  the  accident.  Deborah  and 
Kim  spoke  to  an  audience  of  HMS 
students  and  faculty  at  a  Henderson 
Society  meeting.  They  talked  about 
what  they  had  learned  about  doctor- 
patient  relations  from  the  perspectives 
of  the  patient  and  a  spouse  who  is 
also  a  doctor  This  two-part  article  is 
an  adaptation  of  their  presentation. 

Deborah  returned  to  BWH  in 
March  1984  for  hip  surgery,  which 
will  eventually  allow  her  to  walk  with- 
out either  crutches  or  cane.  She  has 
replaced  her  running  with  a  mile-long 
swim.  In  October  she  returned  to 
HMS  to  start  a  new  job  in  the  Devel- 
opment Office. 
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DEBORAH  Atwood:  It  is  particu- 
larly meaningful  that  I  am 
speaking  to  you  tonight  because 
almost  exactly  a  year  ago,  February 
7,  1983,  I  had  the  shocking  experi- 
ence of  waking  up  in  a  hospital,  not 
having  the  faintest  idea  of  why  I  was 
there. 

I  was  lying  on  a  very  strange  bed 
that  had  a  motor  underneath  it.  (I 
later  learned  it  was  called  a  Clina- 
tron  or  sandbed.)  I  had  terrible  pain 
throughout  my  right  leg  and  wasn't 
able  to  move  it.  Across  the  room  I 
saw  a  bulletin  board  which  read: 
"Deborah  Atwood,  The  Brigham  and 
Women's  Hospital,  February  1983." 

My  last  memory  was  of  the  Jordan 
Marsh  Thanksgiving  Day  Road  Race. 

My  husband,  Kim,  spent  much  of 
that  day  telling  me  what  had  happened 
to  me.  He  told  me  that  over  nine 
weeks  earlier  I'd  been  running  at 
noontime  from  Vanderbilt  Hall,  as  I 
did  most  days,  and  that  I'd  been  hit 
by  a  car  that  had  run  a  red  light.  I'd 
been  picked  up,  almost  immediately, 
by  an  ambulance  and  taken,  uncon- 
scious and  unidentified,  to  Brigham 
and  Women's  Hospital. 

I  was  in  surgery  for  12  hours.  Both 
of  my  legs  and  my  right  arm  were 
broken:  I  had  two  skull,  two  facial, 
and  multiple  pelvic  fractures.  I  was 
in  coma  for  25  days  and  very  disor- 
iented and  confused  for  about  six 
weeks  thereafter 

What  made  my  life  in  the  hospital 


bearable  was  the  incredible  care  and 
support  I  received  from  my  family 
and  friends.  I  needed  a  great  deal  of 
reassurance  in  the  early  months: 
Would  I  ever  walk  again?  Would  I, 
one  day,  lead  a  normal  life?  I  asked 
absolutely  everyone  all  the  time:  Am 
I  getting  better?  Am  I  getting  better? 
My  family  visited  me  daily,  giving  me 
not  only  hope  about  my  recovery  and 
future,  but  help  with  remembering 
many  aspects  of  my  life  that  I'd  for- 
gotten. 

Several  of  my  nurses  took  the  extra 
time  to  talk  to  me  and  reassure  me. 
They  could  see  my  progress  and  re- 
covery more  objectively  and  clearly 
than  I  could.  I  had  never  before  given 
nurses  the  credit  they  deserve. 

Many  of  the  doctors  who  had  ini- 
tially taken  care  of  me  visited  me 
throughout   the   seven   and   a   half 
months  I  lived  at  the  hospital.  One, 
who  had  been  in  the  Emergency  Ward 
when  I  came  in,  had  been  very  ambiv- 
alent about  resuscitating  me:  I  was  in 
such  awful  condition  that  he  didn't 
know  if  he  was'  doing  me  a  favor 
When  he  later  learned  my  identity, 
he  confessed  his  initial  uncertainty 
to  my  father  — Norman  Zamcheck 
'43 A— with  whom  he  had  previously      | 
worked.  My  father  suggested  that  he      i 
speak  with  me  again.  He  visited  me      g 
on  the  Neurological  Floor,  told  me      = 
he  had  worried  that  maybe  he  had      = 
done  the  wrong  thing,  and  said  he      S 
would  never  have  that  doubt  again.  I      i 
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thought  it  was  courageous  of  him  to 
speak  so  honestly,  and  I  was  pleased 
that  he  had  learned  something  impor- 
tant from  his  experience  with  me  — 
that,  at  some  level,  I  had  contributed 
to  his  life  as  he  had  to  mine.  During 
the  visit,  he  wrote  in  my  journal,  "It 
was  worth  all  of  the  pain  and  anguish 
for  us  both." 

I  had  only  one  negative  experi- 
ence with  a  physician  during  all  my 
time  in  the  hospital.  One  day,  when  I 
was  still  living  on  the  sandbed,  an 
orthopedic  resident  came  to  see  me. 
He  had  never  seen  me  before  and,  I 
was  told  later,  didn't  know  a  great 
deal  about  me.  I  asked  him  if  I  would 
ever  walk  again.  He  responded,  "You 
will  never  walk  normally  again."  I  was 
in  utter  despair  for  the  rest  of  that 
day.  I  never  saw  that  resident  again.  I 
tell  you  this  because  I  feel  that  it  is 
terribly  important  to  give  patients 
hope,  especially  when  it  is  warrant- 
ed, as  it  was  in  my  case. 

I  didn't  leave  the  sandbed  until 
early  March.  First  I  was  put  onto  a 
tilt  table;  next  I  walked  a  few  feet 
with  the  support  of  parallel  bars;  then 
I  walked— first  with  a  walker  and  then 
crutches,  still  only  for  a  few  feet. 
Today  I  use  a  cane  at  home,  which 
lets  me  use  my  right  hand  and  arm, 
and  crutches  for  longer  distances. 

Many  people  ask  me  about  my 
future.  In  time,  I'll  be  able  to  do 
many  things  I'm  unable  to  do  now, 
such  as  walk  without  either  crutches 
or  a  cane.  I  look  forward  to  lead- 
ing an  independent  and  normal  life 
again. 

34    Harvard  Medical 


KIM  Atwood:  Deborah  asked  me 
to  speak  to  you  about  what  it 
was  like  to  be  a  physician,  well 
versed  in  the  care  of  critically  ill  pa- 
tients, whose  wife  was  suddenly  criti- 
cally ill.  I  could  barely  begin  to  cover 
this  huge  topic  tonight,  but  I've  chosen 
a  couple  of  impressions  to  share  with 
you  about  the  ways  we  doctors  deal 
with  patients  and  family  members. 

First,  in  the  early  days  of  Debo- 
rah's hospitalization,  I  was  struck  by 
the  overwhelming  sense  of  gloom 
conveyed  to  me  by  her  doctors.  At 
that  time  I  found  myself  almost  con- 
stantly and  desperately  imagining  a 


scenario  in  which  she  would  get  bet- 
ter—not that  I  was  fooling  myself  as 
to  the  gravity  of  her  condition,  but 
even  with  that  understanding  I  needed 
a  medically  plausible  sense  of  hope, 
and  /  needed  her  doctors  to  provide 
it!  This  was  true  even  though  I  myself 
was  perfectly  capable  of  inventing  my 
own  scenario  of  Deborah's  recovery— 
and  for  that  reason  I  believe  it  to  be  a 
crucial  feature  of  the  doctor-patient 
or  doctor-family  interaction,  regard- 
less of  the  latter's  level  of  medical 
expertise.  Pessimism  on  the  part  of 
doctors  is,  in  my  experience,  not 
uncommon;  but  when  looked  at  from 
the  point  of  view  of  the  patient  or 
family  member  it  is  unnecessary  and 
probably  far  more  painful  than  most 
physicians,  especially  young  ones,  can 
imagine.  Why  many  doctors  feel  com- 
pelled to  take  this  sort  of  stance  is 
undoubtedly  a  complicated  issue,  but 
I  believe  it  may  involve,  among  other 
factors,  an  unfortunate  interpretation 
of  the  consumer  movement  as  it  ap- 
plies to  doctor-patient  relations  — 
which  is  to  say  that  brutal  honesty  is 
viewed  as  the  correct  way  to  approach 
discussions  of  prognosis.  In  addition, 
there  seems  be  a  feeling  among  phy- 
sicians that  litigation  may  result  if  a 
favorable  prediction  is  proven  wrong. 
I  consider  both  these  rationales  to  be 
wrong.  The  fact  that  Deborah  did  get 
better  is  all  the  more  reason,  albeit 
in  retrospect,  for  her  doctors  to  have 
offered  a  more  positive  outlook. 
Let's  examine  the  incident,  already 


described  by  Deborah,  in  wiiich  she 
was  told  by  an  orthopedic  house 
officer  that  she  might  never  walk 
normally  again.  In  this  case,  a  pre- 
sumably well-meaning  resident  fell 
into  the  trap  of  making  a  deeply 
painful  statement  to  a  patient  simply 
because  he  may  not  have  been  think- 
ing about  the  total  picture.  It  should 
have  occurred  to  him,  since  he  was 
just  meeting  Deborah  for  the  first 
time  after  she  had  been  hospitalized 
for  approximately  four  months,  that 
the  subject  must  have  come  up  before 
and  that  perhaps  he  should  defer  to 
others.  It  also  should  have  occurred 
to  him  thai  Deborah  had  problems 
besides  a  hip  and  sciatic  nerve  injury, 
most  notably  a  head  injury,  that  could 
figure  in  her  response  to  his  words. 

John  Stoeckle,  chief  of  medical 
clinics  and  director  of  primary  care 
at  MGH,  has  discussed  what  he  calls 
the  two  "agendas"  of  any  doctor-pa- 
tient interaction  — the  doctor's  and  the 
patient's  — and  the  importance  of  the 
doctor  recognizing  the  potential  dif- 
ferences between  the  two.  I  believe 
that  in  this  case  the  house  officer's 
most  important  error  was  that  this 
notion  of  differing  agendas  did  not 
even  cross  his  mind,  and  yet  it  was 
the  most  important  part  of  the  inter- 
action. When  Deborah  asked.  "Will  I 
ever  walk  again'.'"  she  was  iiol  asking, 
"Will  my  gait  be  indistinguishable 
from  normal?"  What  she  u'«,v  asking 
was  a  series  of  questions,  including: 
"Will  1  ever  get  out  of  bed?  Out  of 
this  hospital?  Will  I  achieve  indepen- 
(.lence  in  activities  of  daily  living?  Will 
my  friends  and  family  still  love  me?" 

The  house  officer's  agenda,  on 
the  other  hand,  was  to  demonstrate 
his  relatively  newfound  knowledge 
concerning  joint  siabilily  antl  mobilily. 
the  natural  history  of  damaged  per- 
ipheral nerves,  and  other  such  mat- 
ters. In  following  his  own  agenda  and 
neglecting  that  of  the  patient,  he 
unwittingly  tyrannized  her. 

A  second,  related  issue  has  to  tlo 
with  altitudes  about  intensive  care 
units.  You  will  finti,  if  you  haven't 
already,  that  in  some  types  i>f  Id's 
health  professii>nals  feel  a  .sen.se  of 
futility  (.lue  to  the  expenditure  of  so 
much  equipmcni.  technology,  and 
labor  to  achieve  such  tlubious  bene- 
fits. In  my  experience,  this  leeling  is 
especially  strong  in  cases  oi  htipelcss- 
ly  ill  patients,  such  as  very  old  people 
with  multiple  organ  system  failures, 
or  thi^se  with  terminal  iliseascs  such 


as  wiilely  metastatic  cancer,  being 
"kept  alive"  bv  machines.  In  these 
instances,  there  may  well  be  valid 
arguments  against  ci>mmitting  the  re- 
sources of  ICUs  to  their  care. 

There  is  a  tendency,  hmvever,  to 
exlrajiolate  this  sort  oi  thinking  to 
many  tyjies  i>f  critiealK  ill  patients 
whose  prognoses  are  grave  an  olni- 
ouslv  dangeiiuis  jioinl  i>f  \  ieu.  I  want 
to  make  this  |ii>int  particularly  to  you, 
lor  as  fuiine  house  officers  it  will  be 
you  who  among  phvsicians  are  most 


heavily  taxed,  |ihysieall\  and  enuv 
lionally.  In  taking  care  of  criticall\  ill 
patients,  often  with  little  rewarvl.  ^ou 
will  ine\ilabl>  de\eUip  ambivalence 
ctMicerning  these  efforts.  I  think  it's 
fair  to  say.  however,  that  I)ebi>rah's 
ilramaiic  reeo\erv  has  helped  ei>n- 
\incc  man\  of  us,  including  .1  gener- 
ation of  house  officers  .11  IU\II  aiul 
several  oi  m\  colleagues  .nul  11  MS 
classmates,  of  the  \alKlit\  oi  high- 
tech"  medicine.  I  htipe  this  feeling  has 
been  imparled  \o  \ou  li>nighl.         D 
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Second  Chances 


by  Edward  Hallowell 


Over  a  year  ago.  the  Bulletin  staff 
attended  a  presentation  by  a  pair  of 
psychiatrists  at  Massachusetts  Mental 
Health  Center—  Edward  Hallowell  and 
Henry  Smith  72— about  a  patient  who 
had  responded  to  therapy  in  which 
he  wrote  alternate  lines  of  poems  with 
his  psychiatrist.  We  tracked  down  Hal- 
lowell. who  had  worked  with  the 
patient,  in  hopes  of  extracting  an 
article  from  him  about  the  experience. 
He  was  tied  up.  he  said,   with  work 


on  a  novel.  One  year  later  he  showed 
us  the  manuscript,  and  we  found  in 
the  fiction  what  had  interested  us  in 
real  life:  a  collaborative  effort  between 
doctor  and  patient. 

In  the  following  excerpts  from  the 
novel.  Jay  Weinstein  is  a  patient  re- 
cently transferred  from  one  psychi- 
atric hospital  to  another  He  has  been 
institutionalized  for  16  years.  His  new 
psychiatrist  is  a  resident  named  Chris 
Avmes. 
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They  didn't  say  good-bye  to 
me,"  Jay  said  some  minutes 
into  tiie  session.  Humid  amber 
air  filled  Chriss  office,  air  that 
Jay  was  gradually  graying  with  smoke. 
Once  exhaled,  the  smoke  seemed  to 
form  an  organism  of  its  own,  each 
lungful  adding  substance  to  the  filmy 
cloud.  "You  may  not  think  that  mat- 
ters, but  you  walk  in  and  out  of  places 
all  the  time.  I  was  stuck  there." 

"You  made  friends." 

"That  surprises  you?  A  fat  slob 
like  me  making  friends?  Well,  as  a 
matter  of  fact  1  did.  None  of  them 
were  doctors,  don't  get  me  wrong." 

"But  there  were  ..." 

"There  were  others."  Jay  paused. 
Chris  wondered  whether  Jay's  moods 
today  were  due  to  the  medicine.  "And 
not  one  said  good-bye."  He  looked 
down  at  the  floor. 

"There  have  been  other  times  you 
didn't  get  to  say  good-bye?" 

Quickly  Jay  snapped  out  of  his 
melancholy  repose.  "Why  do  you  say 
that?"  he  demanded.  He  sat  back  in 
the  chair;  Chris  saw  an  excitement 
steal  into  his  eyes.  "You  know,  you 
really  don't  play  this  game  very  well 
at  all.  But  what  can  I  expect.  'You're 
only  a  resident,  right?"  When  he  said 
"resident"  he  gave  the  word  his  playful 
three-tone  inflection.  "A  Wasp  resi- 
dent. Or  a  resident  Wasp.  Why  didn't 
you  go  to  New  York  or  Boston? 
Couldn't  you  get  in?" 

"1  seem  to  have  made  you  angry." 

"You  think  you're  pretty  slick,  but 
you're  not.  I  know  what  you're  gonna 
say  before  you  say  it.  What  do  I  need 
you  for?  I  could  do  this  on  myself." 

"It's  no  good  trusting  people," 
Chris  said. 

"You're  right!"  Jay  proclaimed, 
and  stood  up  from  his  chair.  "It's  no 
good  trusting  you.  Who  are  you  any- 
way?" He  began  to  march  around  the 
room.  "Now  I'm  pacing.  You  probably 
think  I'm  getting  high.  You  probably 
are  beginning  it)  worry  yt^u'll  have  to 
get  the  guards  in  here.  But  you  don't 
call  them  guards,  tlo  vt>u?  1  bel  you're 
worried.  CkhhI.  Worrv.  I  wtirrv  all 
the  time.  Why  shouldn't  you  w\)rry?'" 
He  was  puffing  vigorously  on  his  cig- 
arette so  that  the  smoke  creature, 
now  gri>wn  the  si/e  of  the  room,  was 
having  to  double  back  on  itself,  con- 
necting in  folds  and  swirls  ail  the  air 
in  the  room.  invi>l\ing  the  humidilv 
and  the  sunlight  in  its  graying  skin. 

"No  mnul  worrying  alone."  Chris 
said. 


"You're  right,  smart-a.ss.  It  is  no 
good.  But  what  are  my  options." 
He  put  his  hands  behind  his  back, 
holding  his  cigarette  behind  him  like 
a  secret  prize.  Occasionally  he  would 
pull  it  forward  for  a  puff,  at  those 
points  allowing  the  arm  without  the 
cigarette  to  hang  loose,  a  forgt)t- 
ten  wing.  Then  he  would  return  his 
hands  to  a  clasped  position  behind 
his  back. 

Soon  he  fell  silent,  the  pacing 
and  the  smoking  taking  on  a  rhythm 
perhaps  in  time  with  his  thoughts. 

Options,  Jay  thought.  Who  has 
options.  Options  and  foptions.  This 
guy's  a  foption.  Half  an  option.  Gotta 
get  out.  Gotta  run.  No  place  to  run. 
Dammit,  gotta  run.  Run  for  the  fun. 
The  fun.  Where's  the  fun.  I  know  the 
fun.  The  funnest  fun  is  the  funniest 
fun  in  the  world  those  funny  farm 
funheads  wouldn't  say  good-bye. 

"Mr.  Weinstein?" 

Mr.  Weinstein  he  says.  That  fop- 
tion. Foption  fun.  Fun  for  the  run. 
Run.  Run. 

Jay  turned  toward  the  door.  "Don't 
give  me  that  crap,  Aymes.  This  is 
foptional.  I  choose  to  foption  out." 
He  left  the  room  puffing. 

Chris  began  to  feel  mild  panic  of 
his  own.  He  felt  he  was  coming  to 
understand  Jay,  to  read  in  the  creases 
of  his  face,  how  they  widened,  how 
they  narrowed,  the  churning  he  con- 
tended with.  And  as  Chris  felt  it  in 
himself  he  got  scared.  This  empathy 
stuff  Steinetz  talks  about  is  fine  for 
some  people,  but  for  me'.'  Quick 
scenes  flipped  through  his  mind  like 
a  fast-paced  slide  show.  Pop  on  the 
bike.  Pop  on  the  ward. 

The  times  he  visited  his  father 
were  so  hard  to  make  sense  of.  Chris 
never  knew  what  to  expect.  One  time 
Pop  insisted  on  plaving  hopscotch  and 
calling  out  the  numbers  in  I'rench. 
Another  time  he  brought  out  a  rope 
and  gave  Chris  a  lesson  on  knot-tying. 
Once  in  a  while  he  nuule  some  sense, 
but  the  imprediclabilily  kepi  Chris 
from  ever  relying  on  him,  realK  from 
c\eii  thinking  of  him  as  a  lather.  He 
couldn't  help  feeling  that  the  illness 
was  a  giant  rejection,  and  when  he 
lei  himself  he  hated  his  father  fi>r  it. 
.St),  less  and  less  he  lei  himself,  keep- 
ing a  ilisianee. 

Hul  now.  ihrougli  Ja\.  he  loll  he 
was  beginning  to  unilerslaiul  what  il 
was  like  lor  l\)p.  aiul  it  made  him  st) 
sad  he  fell  frightened,  lor  Poj),  for 
himself. 
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He  much  preferred 

to  see  Pop  outdoors. 

The  visits  were  never  easy. 

Chris  came  out  of  secret, 

waning  hope,  out  of  duty, 

out  of  whatever  keeps  us 

coming  back  to  our 

parents  for  what  they 

can  V  give. 


When  people  ask  you  about 
your  father,"  his  grandmother 
had  said  to  Chris  when  he 
was  a  child,  "just  say  he  manages 
investments.  Don't  say  anything  about 
the  hospital.  People  don  t  understand 
that  sort  of  thing." 

"Can  I  ask  you  about  it?" 

"It's  a  hospital  for  people  who  are 
tired." 

"How  long  will  he  be  there?" 

"We  don't  know.  A  long  time, 
probably." 

"He's  that  tired?" 

"It's  a  special  kind  of  tired.  Now 
please  don't  ask  me  any  questions 
because  I  don't  know  the  answers." 
Gammy  leaned  down  and  gave  Chris 
a  kiss  on  his  cheek.  He  could  tell  she 
was  crying. 

But  he  had  taken  Gammy's  advice, 
gone  off  to  school  and  said  no  more 
about  it.  Boarding  schools  became 
his  family  as  his  real  family  quietly 
and  with  good  manners  disintegrated. 
His  parents  divorced  because  his 
mother  didn't  want  to  be  married  to 
a  crazy  person,  his  father  reduced 
the  family  fortune  from  millions  to 
thousands  before  anyone  knew  what 
was  going  on,  and  the  one  person 
who  held  the  family  together.  Gammy 
Aymes,  died.  His  mother  became 
alcoholic  and  lived  in  the  past,  dying 
when  Chris  was  in  college. 

His  father  never  made  it  out  of 
the  hospital,  although  he  did  get  trial 
passes  now  and  then.  On  one  such 
pass  he  came  to  a  soccer  game  Chris 
was  playing  in  and  stood  apart  from 
the  crowd,  placing  himself  under  the 
trees  at  the  far  sideline.  By  the  time 
the  game  was  over  and  Chris  went  to 
look  for  him  he  was  gone. 

That  was  how  he  thought  of  him 
now.  Gone  too  soon.  But  you  tried. 
Pop.  That's  the  hell  of  it,  isn't  it. 
When  the  bug  hits,  no  matter  how 
hard  you  try,  you're  still  in  circles  on 
a  bike,  huh? 

The  last  time  he'd  seen  Pop  was 
in  the  V.A.  Hospital  in  Bedford,  Mas- 
sachusetts. Chris,  in  his  last  year  of 
medical  school,  drove  out  on  a  clear 
fall  afternoon,  one  of  those  pellucid 
autumn  days  in  New  England  where 
the  clarity  of  the  air  crackles  and 
witches'  colors  bank  the  highways. 

There  is  a  deserted  quality  many 
large  mental  hospitals  have  that  be- 
trays the  chaos  they  conceal.  Up  an 
outside  wrought-iron  stairway  into  a 
lobby,  through  an  empty  waiting  area, 
past   an    unattended   receptionist's 


desk,  down  a  half  flight  of  stairs, 
through  a  tunnel  following  the  green 
arrows  to  W-3,  where  an  attendant 
wearing  a  white  T-shirt  and  white 
pants  told  Chris  Mr.  Aymes  was  out 
on  the  grounds,  on  pass. 

That  was  good.  He  much  pre- 
ferred to  see  Pop  outdoors.  The  visits 
were  never  easy.  Chris  came  out  of 
secret,  waning  hope  that  there  would 
be  a  big  change,  out  of  duty,  out  of 
whatever  it  is  that  keeps  us  all  coming 
back  to  our  parents  for  what  they 
can't  give.  But  no  one  else  came. 
Gammy  had  come  every  Sunday  to 
take  him  for  dinner  until  she  died. 
Chris's  older  brother  and  sister  had 
both  moved  out  of  the  country  years 
ago.  And  the  extended  family,  the 
uncles  and  aunts  and  cousins  once 
and  twice  removed,  the  many  influ- 
ential Aymeses,  had  drifted  away  ever 
so  politely  when  it  became  clear  that 
this  Aymes  was  insane. 

It  was  as  if  the  madness  were 
simply  too  incorrect  to  be  permitted. 
Something  along  the  lines  of  a  Jew  in 
the  Country  Club,  but  not  so  politi- 
cal; more  a  fact  upon  which  there 
would  need  be  no  debate.  That  vir- 
tually every  blue-blooded  Anglo- 
Saxon  family  in  the  Northeast  sported 
one  or  two  insane  members  didn't 
rally  support.  Ostracization  is  too 
active  a  word;  it  was  more  an  easing 
away,  a  process  from  we-seem-to-have- 
lost-touch  to  no  mention  at  all. 

If  the  money  had  been  maintained 
the  process  would  have  taken  much 
longer,  but  with  the  money  gone,  the 
children  sent  away  and  modestly  trust- 
funded,  the  matriarch  dead,  the  wife 
never  having  been  one  of  us  in  the 
first  place,  and  the  man  with  the 
embarrassing  illness  housed,  there  was 
no  cause  for  the  invisible  force  that 
binds  families  into  clans  to  include 
this  branch  of  the  Aymeses.  There 
was  no  malice  involved,  not  even 
anyone  reaching  a  decision,  rather, 
simply,  the  pitiless  pragmatism  for 
which  the  ethnic  group  is  famous. 

Chris  himself  had  put  distance 
from  what  had  once  been  his  family. 
He  did  it  instinctively,  at  schools,  to 
get  on  with  things,  as  one  does,  per- 
haps, after  a  death.  There  had  been 
no  death,  exactly,  but  that  day  of  his 
father's  nude  bicycle  ride  had  marked 
a  transformation  just  as  final. 

Yet  the  mark  had  been  made; 
Chris  had  decided  to  work  with  the 
very  illness  that  had  taken  his  father 
from  him.  He  was  going  to  tell  him 
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that  tt)day.  if  Pop  would  let  him. 

Chris  found  his  father  sitting  on 
one  of  the  lower  branches  of  an  apple 
tree.  "Hiya,  Pop." 

His  father  tossed  him  an  apple 
and  jumped  down  from  the  tree.  He 
still  had  the  athletic  good  looks  of  his 
youth.  Father  and  st)n  looked  alike: 
tall,  trim,  sandy  blond  hair,  off-blue 
eyes  and  a  square-jawed  straightfor- 
wardness. Chris  contended  more  with 
self-doubt,  and  he  carried  himself  in 
a  hands-in-pockets.  down-looking  way. 
But  when  he  looked  up,  as  he  did  at 
his  father  now,  there  was  an  openness 
about  him  that  people  would  trust. 

They  chatted  for  a  while,  strol- 
ling around  under  the  tree,  Chris 
testing  the  waters,  until  he  realized 
Pop  wasn't  making  much  sense.  But 
he  wanted  to  tell  him  anyway.  "So, 
I've  decided." 

"Good."  Pop  said,  before  he  knew 
what  Chris  had  decided  about.  "It's 
bad  to  sleep  with  an  unmade  deci- 
sion." 

"I'm  going  to  be  a  psychiatrist." 

"Good  boy.  You  can  take  care  of 
your  mother." 

"Shes  been  dead  some  time.  Pop." 

"Oh,  well,  that's  too  bad." 

"So,  what  do  you  think?" 

"Penny  for  my  thoughts.  Everyone 
around  here  wants  to  know  what  I 
think.  1  don't  think.  Do  you  think?" 

"Don't  you  have  any  reaction  at 
all?"  Chris  felt  ashamed:  why  should 
he  insist  c^n  a  reaction  from  a  man 
who  couldn't  keep  the  days  straight 
or  remember  the  death  of  his  wife? 
But  wasn't  he  entitletl  to  some  reac- 
tion? 

"1  always  thought  you'd  be  a  pitch- 
er, not  a  catcher.  That's  my  reaction." 

"But  you  always  told  me  the  catch- 
er is  the  key  to  the  team."  Chris  said, 
delighted. 

"Yeah,  but  he  gets  beat  up.  Siubhy 
fingers.  Foul  tips.  Buy  a  good  cup, 
too.  Remember  Pinky  Alon/,i>?  No, 
you  never  came  lo  the  games,  ilid 
you.  He  was  the  on\\  one  I'd  pilch 
to."  Pop  started  tc^  wintl  up  and  pilch 
while  he  lalketl.  "We  had  rhythm, 
that's  the  key.  So  yt>u  want  lo  be  a 
catcher,  huh.  Take  a  lot  of  abuse." 

"1  don't  have  the  arm  to  be  a 
pitcher.  Aiul  I  want  to  j^lay  every  day." 
It  didn't  matter  to  Chris  now  whether 
the  nicla|)hor  made  any  sense  al- 
though he  lluuighi  ii  did  — or  even  if 
Pop  really  knew  what  they  were  talk- 
ing about;  it  was  exhilarating  just  to 
connect  with  him.  even  on  st>me  fi^r- 


golten  baseball  diamond. 

"It's  a  good  way  to  the  big  leagues, 
though.  Catchers  are  always  in  de- 
mand." Pop  paused  at  the  top  of  his 
windup.  Then  he  brought  his  arm 
around  and  whipped  off  a  curveball. 
"You  know  what  it  was  with  Pinky? 
Why  we  got  a  good  rhythm?  He  could 
handle  whatever  1  threw.  If  I  was  wild 
one  day,  1  knew  he'd  take  it,  not  get 
riled.  If  1  was  in  a  groove,  1  knew 
he'd  keep  me  there,  not  try  and  call 
some  pitch  1  couldn't  throw.  Maybe 
I'll  introduce  him  to  you  someday." 

"That  would  be  great.  Pop." 

That  was  their  last  conversation. 
With  the  embarrassing  inevitability 
that  seems  to  drive  most  lives.  Chris 
had  ended  up  in  psychiatry.  And  now 
he  was  going  to  find  out.  Find  out  if 
he'd  go  nuts,  find  out  if  he  could  take 
care  of  the  crazy  people,  find  out 
what  this  bug  that  had  so  changed  his 
life  was  all  about. 

And  his  first  real  teacher  was  to 
be  this  big,  fat  man  named  Jay. 

"Me  Jew.  You  Wasp.  Impo.ssible," 
Jay  had  said  at  their  next  meeting. 

■'What  do  you  mean?"  Chris  had 
asked. 

"What  do  you  mean  What  do  you 
mean?"  Feb.  You  better  come  up  with 
sexier  questions  than  that.  1  mean. 
Dr.  Aymes,  that  it's  like  fire  and  ice. " 

"Water  puts  out  fire,"  Chris  said. 

"Not  bad.  You  get  a  point.  What 
do  you  know  about  fire,  anyway?  " 

"I  want  you  to  tell  me." 

"It's  hot.  It  burns."  Jay  sighed. 
"I'm  getting  bored.  Can  you  get  me  a 
date  with  that  nurse?" 


After  Jay  escapetl  Uom  the  hos- 
pital anti  returned,  he  fell  dif- 
I'erenl  lo  Chris.  At  first,  he 
didn't  say  much  of  anything  about  his 
"sojourn,"  as  he  called  it.  He  wt>uld 
sit  with  Chris  staring  at  corners  of 
the  room,  smiling  slightly. 

He  felt  as  if  he  were  wailing  lo 
say  something,  to  gel  up  his  iicr\c. 

Chris"  own  feel  IkhI  ctuiiiged.  lie 
felt  more  ct>mforlable  with  Jay,  more 
curious,  less  defensive,  less  con- 
cerned with  f\>p.  He  wanted  lo  hear 
what  Jay  had  lo  say.  but  he  couki  wait. 

It  u>ok  only  a  lew  meetings  before 
Jay  began  lo  gel  lo  a  few  new  things. 
"Maybe  I  slunild  leave  again.  "  he  saiil 
towaril  the  eiul  of  one  session. 

"Couldn't  blame  you." 

"I  miuht  net  into  stMiie  trouble." 

"YealV.'"  ' 


With  the  emharrassinif 
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Chris  had  ended  up  in 

psyehiatrv.  And  now  he 

was  i^oini^  to  find  out. 

Find  out  what  this  huii 

that  had  so  chaiii^ed  his 

h'fe  was  all  about. 
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Chris  wanted  to  say 
much  more;  he  wanted 
to  say  they  teach  self- 
control,  and  all  they 
leave  is  chamber  music 
and  innuendo,  polite 
sarcasm  and  polished 
silver  the  family  name 
until  it  loses  hold. 


"I  get  racing  and  it's  hard  to  stop. 
I  don  t  know." 

"Gotta  go  fast."  Chris  wanted  to 
be  vague,  hoping  that  Jay  would  fill 
in  the  blanks. 

"Because  I  blew  it  a  long  time 
ago.  You  know,  Aymes,  you  opened 
the  door  for  me." 

"How?"  Chris  asked. 

Jay  sat  forward  with  a  clean-eyed 
look.  "I'd  tell  you  how.  I'll  do  that 
because  I  want  you  to  know.  This 
stuff  that  you  do,  you  don't  know 
how  long  I've  been  listening  to  shrinks 
talk.  It's  a  basic  con  game.  Nobody 
comes  clean.  It's  all  this  maneuver- 
ing. Believe  me,  it's  enough  to  drive 
anybody  nuts.  But  you  were  differ- 
ent, not  on  purpose,  but  you  were. 
You're  sincere,  see.  That  makes  a 
big,  big  difference,  Charlie." 

Chris  said,  "How  else  could  I  get 
rid  of  you?" 

Jay's  eyes  lit  up  his  dark  face  and 
he  clapped  his  hands  together.  "How 
else  could  /get  rid  of  row?" 

"And  get  rid  of  this  dump  of  a 
hospital." 

"And  get  rid  of  this  life.  It  sucks." 

"Yeah." 

"Every  day,  look  at  the  tree.  Re- 
member the  hospital.  Remember  the 
angiogram.  They  put  dye  in  my  head 
so  they  could  see  the  vessels.  My 
mother  made  them  do  that.  She  didn't 
like  to  think  I  was  crazy.  They  didn't 
treat  me  like  I  was  crazy  at  that 
hospital.  This  doctor  took  me  and 
showed  me  the  X-rays.  He  said,  'See? 
It's  normal.'  That's  not  what  I  wanted 
him  to  say.  I  wanted  him  to  say  that  I 
was  crazy." 

"Why?" 

"  'Cause  it  would  have  been  a  lot 
easier.  I  knew  what  I'd  done.  I  was 
mad.  I  was  mad,  mad,  mad.  But  I 
wasn't  crazy.  Or  maybe  I  was.  How 
should  I  know.  What  do  you  do  when 
you  get  so  worked  up  you  can't  see 
straight?  They  teach  you  Anglo-Saxon 
types  self-control  at  an  early  age,  don't 
they." 

"Yes,  they  do,"  Chris  said.  He 
wanted  to  say  much  more;  he  wanted 
to  say  they  teach  that  at  the  expense 
of  everything  else,  they  teach  that, 
and  all  they  leave  is  chamber  music 
and  innuendo,  all  that's  left  is  polite 
sarcasm  and  polished  silver,  the  family 
name  until  it  loses  hold.  He  wanted 
to  talk  to  Jay  instead  of  vice-versa, 
but  he  held  back,  a  constructive  use 
of  the  self-control  he  so  loathed. 

"Well  my  father  had  it  too  and  he 


killed  himself  in  a  swamp.  Burned 
his  insides  out,  did  you  know  that? 
Burn  him  up.  Burn  him.  Burn,  burn 
the  bowels ..." 

"Slow  down.  Jay,"  Chris  inter- 
jected. 

"Ok,  chief,  ok.  You're  right. 
Thanks,  Anglo,  I  needed  that." 

"Your  father." 

"You're  goddam  right.  Who  did 
he  think  he  was,  just  pack  up  and 
leave  me  with  her." 

"Can  you  blame  him?" 

"Goddam  right  I  can  blame  him. 
I  wouldn't  do  that." 

"No."  Chris  said.  "What  decent 
person  would?" 

"To  get  away  from  her?  Maybe." 

"Leave  two  kids?" 

"Maybe.  But  the  bastard  took  the 
easy  way  out." 

"No  guts." 

"That's  right."  Jay  began  to  per- 
spire, and  he  wiped  his  forehead  with 
his  palm.  "But  I  loved  him.  Why'd  he 
give  up  on  me?" 

"He  didn't  want  to." 

"No,  he  didn't.  He  came  in  that 
night.  His  face  is  right  there,  right 
between  the  branches  is  where  I  put 
it.  Him  standing  at  the  doorway.  The 
moon  hit  his  face  and  made  it  white. 
He  looked  at  us,  and  walked  away.  I 
almost  got  up." 

"But ..." 

"I  was  scared  of  the  dark.  No  guts." 

"You  knew?" 

"The  bastard."  Jay  began  to  pound 
the  chair.  Little  puffs  of  dust  rose  out 
of  it. 

"It  won't  matter  if  you  break  it," 
Chris  said. 

Jay  stopped  pounding.  He  looked 
at  Chris,  his  eyes  sad  and  blue  in 
their  dark  sockets. 

The  two  sat  in  silence  for  a  few 
moments. 

"It's  time  to  stop,"  Chris  said. 


Jay  came  back  the  next  time  want- 
ing to  pick  up  where  he  had  left 
off.  Chris  hadn't  expected  this: 
he  had  expected  him  to  back  and  fill 
a  bit,  or  not  to  want  to  talk  about 
anything  at  all. 

Spark  had  come  into  Jay's  eyes. 
His  body  looked  different  as  well:  he 
no  longer  hung  like  draped  blubber 
but  rather  sat  up.  hands  holding  the 
arms  of  the  chair  not  to  prop  himself 
up  so  much  as  to  keep  himself  in 
place. 
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"it  got  bad  after  he  died,  that's 
why  I  hate  him.  I'd  kill  him  if  he 
walked  through  that  door  right  now." 

"He  leave.s  you  like  that,  no  won- 
der." 

"i  thought  back  to  that  night  all 
the  time.  It  just  sat  there  in  my  head 
and  wouldn't  get  out.  She  started 
saying  he  had  no  name  in  the  house, 
if  we  wanted  to  talk  about  him  that 
was  up  to  us,  but  as  far  as  she  was 
concerned  he  never  existed.  Then 
she  got  a  hold  of  Mulberger  and  it 
was  like  he  really  never  did  exist.  I 
wouldn't  have  let  her  pull  all  that 
crap  if  it  wasn't  for  David.  He  was 
really  lost.  He  started  following  me 
everywhere.  I  thought  it  was  better 
for  us  not  to  talk  about  him  too  much. 
She  told  me  I  had  to  be  a  father  to 
him.  Why,  so  she  could  go  off  with 
that  guy?  One  night  after  it  happened 
she  showed  me  the  note  he  wrote. 
And  then  she  said,  it's  up  to  you 
now."  " 

"You  were  supposed  to  take  his 
place,"  Chris  said. 

"While  she  was  with  Mulberger  1 
was  supposed  to  take  care  of  David. 
She  said  to  me,  "I'm  .sorry,  but  your 
childhood  is  going  to  have  to  end 
now.'  Then  she  folded  up  the  note." 

"You  can  see  that." 

"I  can  see  the  crea.ses,  her  red 
fingernail  drawing  across  the  paper.  1 
hated  them  all  then,  even  David." 

"He  got  off  easy,"  Chris  said. 

"Look  at  him  now,  the  bastard," 
Jay  said,  with  pride,  not  anger.  "I  did 
my  job  with  him.  I  became  the  biggest 
hot  shot  in  our  school,  just  to  make 
him  mad  at  me.  I  rubbed  his  face  in 
it,  and  I  tea.sed  him  like  hell.  He  hated 
me, "  Jay  said,  smiling. 

"You  must  have  loved  him  a  lot," 
Chris  said. 

"But  I  hated  everybotly  else." 

"They  got  married." 

"Then  I  started  in  with  girls.  My 
last  year  of  high  school  1  didn't  do 
anything  else.  Harvard  took  me.  antl 
I  tcH)k  girls.  I  even  l\>rgot  about  l)a\i(,i. 
By  Iheii  he  was  hookeil  any\va\.  He 
was  going  to  be  a  success.  I  kicked  in 
a  few  doors,  too. " 

"Must  have  fell  ginxl. " 

"It  felt  great."  Chris  could  see  Jay's 
mind  was  in  a  difl'ereiil  place,  his 
eyes  alive. 

Chris  trieil  lo  gi^  back  with  him. 
"In  cars?" 

"In  cars,  on  ihe  beach,  in  a  swim- 
ming pool ..."  Bui  then  he  slopped. 
He  put  his  face  into  his  hands  and  he 


sighed.  He  took  his  hands  away  and 
looked  at  Chris.  "I  was  different  then. 
This  isn't  me." 

"I  know." 

"1  want  to  get  it  back.  I  want  to 
live  again."  He  seemed  almost  calm. 

Chris  thought  he  could  ask  the 
question  now  he  had  wanted  to  ask 
for  a  long  time.  "Why  do  you  stay 
here?" 

"I  don't  dare  leave.  I  could  have 
left  ten  years  ago,  1  know  I  could 
have.  I  could  have  got  the  doctors  at 
Ashley  to  fight  the  commitment.  But 
I  would  get  crazy  and  I  was  afraid  I 
would  kill  her.  So  I  got  fat  and  I  got 
gross  and  it  got  harder  and  harder  to 
leave.  They  like  having  me  in  a  hos- 
pital. I  just  stay.  This  is  where  they 
want  me." 

"All  of  them." 

"1  didn't  think  I  could  do  it  out 
there.  I  was  scared,  Aymes." 

"Who  wouldn't  be." 

At  that  moment  as  close  to  Jay's 
heart  as  Chris  felt  he  also  could  touch 
the  paradox  of  his  own  father's  trans- 
formation. Over  the  months,  but  es- 
pecially in  the  last  few  sessions.  Jay 
had  led  Chris  back  through  thickets 
of  his  own  emotions  and  now  Jay  was 
showing  him  that  it  was  safe,  that  he 
could  let  himself  love  and  hate  his 
father  just  as,  in  a  smaller  way,  he 
loved  and  hated  Jay,  and,  more.  Jay 
was  showing  him  that  he  could  even 
feel  the  very  stuff  that  was  called 
crazy  without  losing  balance.  Jay  was 
setting  him  free  from  his  fear,  even  as 
he  was  trying  to  free  Jay. 

Jay  heaved  a  long  sigh. 

The  two  sat  together  without 
speaking  for  a  few  minutes.  "Thanks 
for  .some  peace  and  quiet,"  Jay  said. 
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Jay  was  showing  him  that 

he  could  let  himself  love 

and  hate  his  father  just  as, 

in  a  smaller  way,  he  loved 

and  hated  Jay  — and  that 
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A  View  From 
Behind  the  Lines 


by  Rita  Charon 


Last  summer  52. 000  hospital  workers 
in  the  New  York  City  area  — mostly 
orderlies,  technicians,  and  aides 
I  members  of  District  1199  of  the 
Retail.  Wholesale  and  Department 
Store  Union.  AFL-CIOl— protested  a 
contract  dispute  with  a  seven-week 
strike  that  ultimately  affected  2'>  hos- 
pitals. By  the  time  it  was  over  ei^hl 
hospitals  had  been  cited  for  deficien- 
cies caused  by  the  strike:  nurses  had 
walked  out  in  sympathy  at  five  hospi- 
tals: violence  by  picketers  had  ernpled 
at  some  of  the  sites:  health  hene/its 
to  the  strikers  had  been  cut  off:  and 
Governor  Cuomo  had  intervened  to 
retpiest  the  resumption  of  broken-off 
negotiations,  and  to  ask  the  state 
health  commissioner  David  A.velrod 
lUMS  'f)Ol.  to  stand  by  the  talks  to 
offer  technical  awislance. 

Within  the  hospitals,  whether  sym- 
pathetic to  the  strikers  or  not.  physi- 
cians. remainini>  staff  and  volunteers 
made  do.  In  the  followini>  piece.  Rita 
Charon  7,y.  a  !>eneral  internist  on  the 
faculty  of  the  Division  of  (icnerat 
Medicitw  at  Coliimbia-Presln  terian 
Medical  Center  shares  her  impres- 
sions of  the  strike  from  the  perspec- 
tive of  one  cau\iht  in  the  middle. 


The  1 199  strike  at  Presbyterian 
Hospital  will  long  he  remem- 
bered for  the  malaise  it  en- 
gendered, the  wedges  it  drove 
between  professional  and  non-pro- 
fessional staff,  and  the  clarity  it  shone 
on  some  of  the  true  goals  and  priori- 
ties of  the  institutii>n.  The  strike  was 
not  a  time  of  passii>nate  anger  or 
jubilant  victory.  It  was  instead  a  time 
of  blunted  affect,  uncertainty,  and 
universal  blame.  Ultimately,  it  only 
blurred  the  complex  questions  it 
brought  to  the  surface  about  health 
care  in  the  city. 

The  hospital  was  frightfulU  quiet, 
lilevators  that  one  generally  has  to 
enter  with  a  shove  and  an  excuse  were 
now  empty  and  express.  All  clinics 
were  chased.  F'aculty  group  practices 
in  medicine,  pediatrics,  and  OH 
(i\'N,  all  of  which  ser\c  maiiiU  poor 
patients,  were  shut  down  initialK.  i  he 
private  doctors"  offices  were  not  af- 
fected by  the  strike;  patients  with 
means  C(>nlinuev.l  to  get  ambulali>r\ 
care.  All  in-patient  ser\iccs  coniin- 
ucil  lo  operate  as  usual,  with  an  M>  lo 
*^H)  percent  occupancs  througlunit  the 
strike,  b'lective  admissions,  surgery, 
and  procedures  were  not  affected. 
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People  who  had  dealt  with  patients  in  terms  of 

administrative  tallies  and  budgetary  decision-making 

were  now  face-to- face  with  them. 


In-patient  wards,  the  Emergency 
Room,  and  walk-in  areas  were  staffed 
by  nurses  (they  weren't  1 199  and  didnt 
walk  out),  attending  physicians  and 
house  staff,  and  managerial  staff  as- 
signed to  duties  at  12-hour,  six-day- 
per-week  shifts  at  time-and-a-half. 
These  administrative  and  managerial 
personnel  covered  duties  of  1 199  cler- 
ical staff,  orderlies,  housekeepers, 
food  service  personnel,  and  reception- 
ists. Three-piece  suits  and  executive 
suite  dresses  were  replaced  by  blue 
scrubs. 

People  who  for  years  had  dealt 
with  patients  in  terms  of  administra- 
tive tallies  and  budgetary  decision- 
making were  now  face-to-face  with 
them:  answerable  to  them,  sizing  them 
up,  ultimately  dressing  them  down. 
Administrators  who  started  out  the 
strike  with  generosity  and  a  true  wish 
to  be  of  service  to  patients  ended  up 
wishing  never  to  see  another  patient 
again.  Such  was  the  current  of  the 
strike. 


During  the  first  part  of  the  walk- 
out, there  seemed  to  be  a  rea- 
sonable number  of  picketers 
on  the  line,  although  it  was  always 
hard  to  judge  because  the  multiple 
entrances  to  the  medical  center  split 
the  members  into  insignificant-ap- 
pearing lines.  They  stayed  obediently 
behind  the  royal  blue  NYPD  saw- 
horses,  listlessly  chanting  "No  Con- 
tract, No  Work"  to  the  beat  of  screw- 
driver against  hubcap  or  spoon  against 
skillet.  The  picket  lines  were  over- 
whelmingly non-white  and  female,  a 
fact  that  stunned  even  those  of  us 
who  realize  the  racial  and  sex  profiles 
of  hospital  workers. 

A  naive  third-year  medical  student 
reported  to  me  that  work  was  going 
on  as  usual  on  the  wards  because 
members  of  another  union  had  come 
in  to  replace  the  members  of  1199.  I 
could  make  no  sense  of  this  until  he 
told   me  the  local  number  of  the 


generous  union:  Local  1200.  The  ad- 
ministrative personnel  taking  over  for 
the  strikers  wore  caps  and  t-shirts 
emblazoned  with  the  legend  "Local 
1200:  A  Cut  Above  the  Rest."  I  dont 
know  how  many  besides  this  student 
failed  to  see  the  jest  and  the  malice 
of  this  game.  A  newsletter  circulated 
several  times  a  week  from  this  "Local 
1200"  reporting  funny  experiences  of 
senior  administrators  as  they  dished 
out  food  in  the  cafeteria,  or  of  erst- 
while administrative  aides  as  they 
competed  in  gurney-pushing  races. 
Despite  its  poor  taste,  the  rabid  un- 
dercutting of  1 199  worked  to  whip  up 
enthusiasm  and  elan  among  the  man- 
agerial staff.  There  was  at  least  for 
the  first  half  of  the  strike  a  sense  of 
joviality  under  fire,  sweetened  by 
dreams  of  trips  to  be  taken  with  all 
the  bonus  pay. 

Meanwhile,  despite  my  student's 
perception,  things  were  not  going  on 
as  usual  on  the  wards.  Medical  stu- 
dents on  their  medicine  rotation 
pushed  stretchers,  drew  and  ran  all 
bloods,  stocked  supply  rooms.  They 
picked  up  the  slack  to  the  detriment 
of  their  education  in  medicine:  I 
hesitate  to  guess  what  they  learned 
about  labor  struggles  during  this  time. 
Many  services  were  unavailable:  labs 
ran  only  limited  tests  (if  you  wanted  a 
diff,  you  counted  it  yourself),  social 
services  were  provided  by  a  few  super- 
visors covering  their  striking  workers, 
and  discharge  planning  was  difficult 
because  no  follow-up  ambulatory  visits 
could  be  scheduled. 

There  was  a  contradiction  on  the 
experiential  level  for  house  staff  and 
students:  they  were  forced  to  do  much 
more  scut,  but  they  perceived  that 
things  were  running  more  smoothly 
than  usual.  Several  explanations  offer 
themselves.  The  initial  blush  of  enthu- 
siasm of  the  managerial  staff  may  have 
led  to  more  verve  in  dispatching  the 
duties  of  ward  clerk  or  transport 
worker.  This  intensified  effort  re- 
flected badly  on  the  remembered  per- 


formance of  1199  workers,  who  were 
judged  harshly  in  comparison.  House 
staff  and  students,  as  part  of  the  effort 
to  best  the  strike,  had  a  stake  in 
maintaining  the  status  quo.  The  net 
impression  was  that  the  hospital  ran 
just  as  well  without  1 199  as  with  it. 


Things  changed  outside  after  the 
first  payday  went  by  without  a 
check.  It  became  known  that 
1199  had  no  strike  fund  (undocu- 
mented rumor  had  it  that  the  strike 
fund  had  been  unwisely  invested),  and 
that  strikers  had  to  support  themselves 
for  the  duration  of  the  strike.  These 
are  not,  we  said  to  each  other,  people 
with  liquid  savings.  These  paychecks 
are  not,  by  and  large,  elective  second 
salaries  for  households.  How  will  my 
receptionist  pay  her  rent  and  buy 
clothes  for  her  kids  to  wear  back  to 
school? 

The  absence  of  paychecks  changed 
the  tenor  of  the  picket  line  as  well. 
Catcalls  of  "scab"  increasingly  ac- 
companied employees  into  the  hos- 
pital. A  few  tires  were  slashed.  To 
the  credit  of  the  union,  there  was 
no  true  violence.  Some  physicians, 
to  the  dismay  of  their  departments, 
joined  the  picket  line.  Individual 
workers  bemoaned  the  length  of  the 
strike  and  voiced  the  wish  to  return 
to  work  with  or  without  1199:  none 
at  Presbyterian  did  so,  although  this 
happened  at  other  institutions  in  the 
city.  The  resolve  of  the  strikers  in  the 
face  of  their  financial  distress  was 
impressive.  They  were  convinced  that 
the  struggle  was  worth  engaging,  and 
they  made  do  with  pick-up  work  and 
help  from  friends.  Another  contradic- 
tory complex  of  feelings  toward  1199 
emerged:  were  they  leading  their 
workers  in  a  futile  and  poorly  planned 
gesture  without  the  necessary  finan- 
cial support,  or  were  they  in  fact  the 
workers'  voice  and  source  of  power? 
There  was  a  distinct  shift  mid- 
strike.  By  the  fourth  week,  there 
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The  ambulatory  patients  waiting  at  home  without  their 
medicines  or  physical  therapy  were  the  unsung 
participants  and  forgotten  victims  of  the  strike. 


appeared  a  silent  invasion  of  18-year- 
old  kids  with  temporary  ID  cards. 
They  donned  scrub  suits  and  mopped 
floors,  carried  trays,  pushed  stretch- 
ers, and  transported  specimens.  Where 
they  came  from  no  one  knew:  where 
they  found  the  gumption  to  scab  so 
openly  was  beyond  us.  They  gained 
access  to  the  hospital  via  tunnels  from 
the  administrative  building,  thereby 
escaping  the  wrath  of  the  picketers. 
Their  presence  was  a  boon  and  a 
respite  to  the  managerial  staff,  who 
lightened  their  load  to  a  five-day  week. 
The  arrival  of  these  young  strike- 
breakers was  for  the  strikers  a  serious 
omen:  it  raised  the  possibility  that 
the  hospitals  might  break  the  union 
altogether. 


Throughout  the  walk-out.  The 
New  York  Times  routinely  re- 
ferred to  the  "52, ()()()  workers 
and  17, ()()()  patients  affected  by  the 
strike."  Those  numbers  reflected  only 
in-patients,  and  on  a  deeper  level 
reflected  the  priorities  of  the  hospi- 
tals. Administration  could  brag  to  the 
press  that  they  were  making  three- 
quarters  of  a  million  dollars  for  each 
week  the  strike  continued.  This  bo- 
nan/a  was  in  large  part  caused  by  the 
ct>nlinuance  of  incomc-generaling 
services  of  the  hospital  mainly  in- 
patient care  — and  closure  of  money- 
losing  parts  of  the  hospital,  such  as 
clinics  for  poor  patients. 

The  objective  correlative  of  that 
.savings  piletl  up  in  doctiMs"  mailboxes 
each  clay.  Pink  "While  You  Were  Out" 
memos  declared,  "Mrs.  Jc>nas  pan- 
icked. Call  right  away,"  or.  "Nlrs. 
Montana  needs  MI  IQ,  will  lose  home- 
maker  if  not  signed  today,"  or,  "Mr. 
Dagostinc)  ran  out  of  insulin.  Wtuil 
should  he  do?"  These  oul-|iaticiils 
were  mariHMict.1  by  the  strike  and  by 
the  priorities  set  by  the  hospitals  in 
response  to  it.  1,  as  their  primary 
care  doctor,  felt  marooned  fri>m  them. 
Where  in  thai  1 7. ()()()  were  m\  ambu- 


latory patients  waiting  at  home  with- 
out their  medicines,  without  their 
physical  therapy,  without  their  out- 
patient work-ups  of  chronic  problems? 
These  patients  at  home  were  the 
unsung  participants  and  forgotten 
victims  of  the  strike.  Many  of  them 
were  generic  allies  of  the  workers, 
and  understood  the  importance  of 
this  event  on  a  deeper  level  than  did 
the  professional  staff. 

The  hospital  not  only  serves  hid- 
den populations,  but  serves  them  in 
hidden  ways.  Mrs.  Jonas  is  a  48-year- 
old  severely  depressed  woman  who 
displays  remarkable  strengths  in  deal- 
ing with  her  house  full  of  grown  and 
demanding  children.  She  has  made 
several  serious  suicide  gestures  in  the 
past,  but  had  been  doing  well  with 
frequent  visits  to  me  and  the  social 
worker  on  my  unit.  When  1  called, 
she  said,  "1  didn't  feel  there  was 
anyone  I  could  turn  to  if  1  needed 
help.  It's  not  like  something  bad  hap- 
pened, but  I  felt  all  alone  that  1 
couldn't  ct)nie  in  to  see  you  if  1  had 
to,  and  that  made  me  crazy." 

Mrs.  Montana  is  a  .^5-year-old 
woman  with  spa.stic  cerebral  palsy  and 
recent  post-hepatitic  Reiter's  syn- 
drome who  can't  funclii^n  wilht>ul  her 
home  health  allendani  to  help  with 
her  three  young  chiklren.  '\o  lose  thai 
social  service  would  have  been  tan- 
tamount to  a  major  medical  emergen- 
cy. Mr.  Dagostino  is  a  4(vycar-i^ld  Type 
1  diabetic  with  a  character  ilisorder 
with  parantnd  features  whi>  is  afraid 
of  insulin.  The  iiUerfereiiee  in  (he 
care  of  these  patients  will  take  a  long 
time  to  repair.  I  he  true  malevolence 
of  the  strike  was  that  these  effects 
were  selective,  affecting  poor  patients, 
ami  unMi>letl  In  eitliei  press  or  atl- 
miiiislralion. 

Late  in  the  strike,  mv  faculty  group 
practice  and  the  others  elecleil  lo 
reopen  on  a  limited  basis  \o  see  sick 
patients  ami  those,  like  newborns, 
who  neeileil  regular  health  privnotion 
visiis.  riiis  Mune  lo  reopen  was  nuule 


with  the  greatest  ambivalence,  by 
practitioners  who  wanted  neither  to 
undermine  the  union  nor  neglect 
patients  who  needed  attention.  We 
received  support  from  the  depart- 
ments and  the  administration  to  re- 
sume services:  we  received  the  retro- 
spective support  of  1 199  workers  in 
our  areas  who  agreed  that  our  de- 
cision to  partially  reopen  was  sound 
and  not  antagonistic  to  the  strike. 

After  seven  weeks,  the  negotia- 
tions wound  toward  an  acceptable  .set- 
tlement. Workers  returned  to  their 
jobs  with  a  minimum  of  fanfare.  The 
18-year-olds  disappeared  as  quickly 
as  they  had  appeared.  There  have 
been  retributions,  such  as  reassign- 
ment of  workers  to  foreign  territory  — 
in  some  cases  (such  as  ior  social 
workers!  with  drastic  interference  in 
patient  care.  Medical  students  are 
back  to  reading  the  literature:  admin- 
istrators are  back  in  pinstripes.  Clinics 
are  overwhelmed  with  backlog,  and 
will  be  for  some  time. 


D     D     D 


1  stepped  with  difficult)  onti^  the  clinic 
buikling  elevator.  1  hail  to  erowil 
between  twc>  wheelchairs  and  a  strol- 
ler. Mrs.  (ireengrass,  the  1 1'^W  elevati^r 
i>perator,  flatly  called  out  floors  and 
directed  passengers  to  step  in  and 
make  room.  Her  elevator  is  automat- 
ic: the  door  nunemeni  is  in  no  way 
regulated  In  the  "i>pen  dov>r"  and 
"close  iloi>r "  bullous  on  the  control 
panel.  1  walcheil  through  her  eyes  as 
weary  patients  stumbled  on  and  off 
her  conveyance,  as  shabbily  «.lres.sed 
passengers  clulehed  clinic  ap|'>oini- 
meni  slips,  uhee/ing  and  rheuming 
with  the  eflori  v>f  getting  lo  their  des- 
linaiions.  At  every  slop.  Mrs.  (ireen- 
grass ililigently  beat  on  (he  ineffec- 
tive <\ooT  control  bulltMis.  Neither  she 
nor  the  rest  o\  us  have  any  more 
conta>l  than  e\er.  D 
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Samuel  Robinson  during  World  War  1.  1917,  in  his  San  Francisco  years. 


Sam  Robinson's 


Box 


by  Gordon  Scannell 


THIS  IS  THE  STORY  OF  A 
gadget  and  the  man  who  put 
it  together.  Really  more  than 
a  gadget,  Sam  Robinson's  box 
was  part  of  technical  progress  that 
allowed  surgeons  to  operate  safely 
within  the  open  chest.  In  this  field, 
the  big  name,  of  course,  is  Sauer- 
bruch.  His  negative  pressure  chamber 
is  generally  well  known  — at  least 
among  thoracic  surgeons.  Modifica- 
tions of  his  chamber  were  brought  to 
New  York  and  widely  publicized.  But 
few,  even  in  Boston,  know  about  Sam 
Robinson  and  his  box  here  at  Harvard. 
Samuel  Robinson  was  born  in  Au- 
gusta, Maine,  in  1875.  A  graduate  of 
Harvard  College  and  Harvard  Medical 
School  ('02),  he  served  two  years  as  a 
surgical  house  pupil  at  Massachusetts 
General  Hospital.  In  1904  he  was 
appointed  to  the  MGH  staff  as  sur- 
geon to  outpatients,  the  lowest  rung 
on  the  ladder  In  addition  to  his  clin- 
ical work  at  the  hospital,  he  worked 
at  the  medical  school  in  the  Depart- 
ment of  Physiology  with  his  contem- 
porary Walter  Cannon,  already  well 
embarked  on  his  brilliant  career. 

Following  the  custom  of  the  day, 
Robinson  supported  himself  as  assis- 
tant to  Charles  Allen  Porter,  a  surgeon 
of  ability,  distinction,  and  elegance, 
a  friend  of  John  Singer  Sargent.  Rob- 
insons  clinical  ability  soon  caught 
the  eye  of  J.  Collins  Warren  who,  in 
1908,  arranged  that  he  study  a  year 
with  Brauer  and  Sauerbruch  in  Ger- 
many. 

Sauerbruch  had  been  assistant  to 
von  Mikulicz,  whose  pioneer  role  in 
thoracic  surgery  — graphically  de- 
scribed by  Eloesser  in  "Milestones  in 
Chest  Surgery"  (Journal  of  Thoracic 
and  Cardiovascular  Surgery,  Volume 
60,  1970)  — has  been  enshadowed  by 
his  contributions  to  the  surgery  of 
the  alimentary  tract.  Von  Mikulicz 
recognized  that  the  key  to  surgery  of 
the  chest  was  the  use  of  differential 
pressures  to  permit  adequate  ventila- 
tion during  operations  within  the 
thorax.  The  assistants  in  his  depart- 
ment worked  intensely  on  the  prob- 
lems of  negative  and  positive  pres- 
sures. 

Of  the  two  options,  Sauerbruch, 
a  pioneer  in  both,  chose  the  negative 
pressure  route  and  developed  a  cham- 
ber which  became  widely  known  and 
clinically  used.  Willy  Meyer,  a  pioneer 
thoracic  surgeon  in  New  York,  had 
two  Sauerbruch  chambers  built,  one 
at  Rockefeller  Institute  and  one  at 


liiiiiiv  I.  Positive  pressure  cabinet  and  pump  box.  front  view:  nielailic  hood  with  win- 
dow and  electric  liiiht.  double  rubber  collar  ineclumisin  for  raisini>  and  loweriiiii  hood, 
megaphones,  manometer  wiiulow. 


German  Hospital  in  New  York. 

The  "neyative  pressure"  chamber 
was  iarize  eni)iit;h  to  accDmmoclale 
(he  patient  and  the  entire  iiperaiini^ 
stall'.  Only  the  patient's  head  stuck 
out  to  allow  anesthesia  at  atmospheric 
pressure.  In  his  early  publications 
Sauerbruch  considered  the  merits  of 
encK)sint:  the  patient's  head  and  the 
anesthetist  in  a  positive  pressure  chani- 
ber.  with  the  rest  oi  the  patient  outside 
where  the  operatini:  team  would  haw 
reatly  access.  Brauer  acted  on  this 
suggestion,  and,  with  his  associate 
Peter,si>n.  constructed  a  suitable  appa- 
ratus, f'rom  it  R<>binson  derived  his 
box.  described  with  Knini:  detail  in 
"A  F\isiiive  f'ressure  Cabinet  lor  Tho- 
racic Surgery"  {.Suriicrv.  (.iynccoloiiv 
and  Ohsirtrif^.  X'olume  \.  I^)|0t-  il- 
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Since  this  was  MGH,  ether 

was  the  popular  a^ent:  the 

possibility  of  an  electric 

spark  with  ether  under 

pressure  defies  the 

imagination. 


Fiiiure  2.  Lett  aiuJ  back  walls  o/  cabinet. 
Pump  ho.x  disconiu'cted.  Outer  iloor  <>/ 
airlock  open.  Outer  arms  of  refriiierator 
locks. 


lustrated  with  the  photographs  in- 
cluded on  these  pages. 

Robinson  returned  to  Boston  and 
to  his  clinical  appointment  at  MGH 
in  1909.  He  promptly  set  about  build- 
ing his  positive  pressure  chamber. 
Within  a  year  he  could  report:  "In  a 
series  of  twenty-three  such  operations 
(thoracic  cases)  by  me  in  the  past 
year  I  have  been  much  impressed  by 
the  anesthesia  administered  by  Dr. 
Freeman  Allen,  who  has  used  ether, 
chloroform,  anesthol  and  other  mi.v 
tures  with  and  without  oxygen,  inter- 
changeably as  the  condition  of  the 
patient  seemed  to  indicate.  The  pa- 
tients have  left  the  operating  table 
without  evidence  of  excess  or  ill 
applied  anesthesia,  and  oi  the  four 
fatalities  in  thisgrinip,  none  could  be 
credited  to  the  narcosis." 

A  frontal  view  of  Robinson's  box, 
constructed  at  the  surprisingly  low 
cost  o{  S3(K),  is  shown  in  Figure  I. 
Protruding  from  the  front  was  a  I'our- 
siiled  hoo(,l  with  a  win^low  in  the 
sU>ping  upper  wall  through  which  a 
light  shined  (shades  of  the  prt^phet 
Isaiah  I  upon  the  patient's  face.  The 
jnirpi^se  of  this  hooi.1  was  to  allow 
elbow  room  for  the  operating  surgeon 
and  his  assistant  (outside  the  chamlvr, 
of  course).  The  level  of  the  hotxl. 
which  was  ri\cted  lo  a  metal  slide, 
could  be  adjusted  by  a  wooden  w  heel 
and  a  rack  and  pinion  gear.  The  hole 
in  the  hood  ior  the  insertiiMi  of  the 
patient's  head  was  lincvl  with  a  rubl>cr 
coll.u"  elastic  enough  lo  permit  en- 
trance of  the  head,  \el  firm  enough 
to  resist  pressure  in  the  cabinet  uiib 
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In  the  year  or  so  the  box 

was  in  use,  Robinson  did 

all  his  thoracic  cases  with 

the  patient's  head  in  the 

chamber  whether  the 

pressure  was  needed 

or  not. 


out  ballooning.  There  was  a  purse 
string  that  could  be  drawn  closely 
about  the  neck  to  reduce  the  amount 
of  leakage  without  materially  chang- 
ing the  pressure  within  the  cabin. 

Through  a  glass  window  on  the 
front  one  could  read  the  water  man- 
ometer on  the  inside  and  arrive  at 
some  estimate  of  the  differential  pres- 
sure. The  anesthetist  could  read  the 
same  manometer.  On  the  right  side 
of  the  hood  were  two  small  mega- 
phones, one  connected  with  air  tight 
ear  caps  worn  by  the  anesthetist  (Fig- 
ure 3),  and  the  other  with  a  speaking 
tube  mask  seen  in  the  view  of  the 
interior  of  the  chamber.  Communi- 
cations, therefore,  between  the  oper- 
ator and  the  anesthetist  could  be  reg- 
ulated as  the  occasion  demanded. 
Figure  3  also  shows  Allen,  the  anes- 
thetist, ready  for  action. 

Figure  2  shows  a  window  with  an 
air  lock  in  the  upper  portion  of  the 
wall  of  the  cabin  through  which  ether 
bottles,  esophageal  sounds,  and  any 
other  paraphernalia  could  be  passed 
to  the  anesthetist.  In  the  center  of 
this  left  wall,  at  the  level  of  the  top  of 
the  pump  box,  there  was  a  hole  around 
which  was  riveted  a  large  heavy  rub- 
ber glove.  By  inserting  his  hand  in 
this  glove,  the  etherizer  could  regulate 
the  switches  and  rheostats  on  the  top 
of  the  pump  box  (Figures  2  and  3). 
The  object  of  this  arrangement  was 
to  remove  from  within  the  cabinet  all 
possible  electric  sparks  which  might 
ignite  ether  fumes.  Needless  to  say, 
since  this  was  MGH,  ether  was  the 
popular  agent  and  the  possibility  of 
an  electric  spark  with  ether  under 


Figure  3.  Anesthetist  seated  in  cabinet  with  door  open.  Hand  on  regulation  of  escape 
valve.  Ear  piece  in  position.  Rubber  glove  lying  over  cover  to  pump  box.  Note  rheostat 
and  switches. 


pressure  defies  the  imagination.  Ap- 
parently no  such  accident  happened. 

Control  of  the  pumps  and,  there- 
fore, the  pressure  within  the  cabinet, 
was  a  responsibility  of  the  anesthe- 
tist—but if  the  etherizer  was  entirely 
unfamiliar  with  the  mechanism,  the 
whole  apparatus  could  be  controlled 
from  without.  At  least  this  setup  pre- 
served the  illusion  that  the  surgeon 
was  in  command  of  the  situation. 

There  was  an  escape  valve  from 
the  cabinet  that  allowed  the  exhaled 
carbon  dioxide  of  the  patient  and  of 
the  anesthetist  to  be  disposed  of  with 
the  ether  fumes.  Robinson  pointed 
out  that  there  had  not  been  the  slight- 
est sensation  of  ether  or  chloroform 
effect  on  any  anesthetist  who  had 
operated  within  the  cabin. 

Both  the  operating  surgeon  and 
the  etherizer  could  vary  the  pressure 
within  the  cabinet.  In  Figure  3  the 
etherizer's  right  hand  rests  on  an 
inside  lever.  Robinson  found  it  most 
convenient  to  tell  the  anesthetist  at 
different  stages  of  the  operation  how 
much  water  pressure  was  necessary. 
It  was  Aliens  custom  to  keep  the 


pumps  running  at  low  speed  with  the 
escape  valve  wide  open  when  no 
pressure  was  needed.  In  this  way  he 
provided  ideal  ventilation  of  the  cab- 
inet to  his  advantage  and  to  that  of 
the  patient. 

The  essentials  of  the  inside  of  the 
chamber  are  shown  in  Figures  3  and 
4.  There  was  room  enough  inside  for 
two  people  to  sit,  although  usually 
only  one  did  so.  Robinson  avoided 
the  use  of  electric  telephone  commu- 
nications for  two  reasons.  First,  he 
thought  the  pressure  of  the  chamber 
would  interfere  with  the  motion  of 
the  diaphragm  in  the  instrument. 
Second,  electric  telephones  at  that 
time  had  "complications."  A  speaking 
tube  was  foolproof  except  for  pressure 
on  the  ear  drums,  similar  to  what  we 
feel  as  the  cabin  of  an  airliner  is  com- 
pressed or  decompressed. 

Robinson  described  the  details  of 
the  pumps,  which  were  of  a  large 
volume  variety.  One  wire  connection 
between  the  pump  box  and  a  neigh- 
boring lamp  socket  was  all  that  was 
required  to  activate  the  pumps.  The 
cost  of  the  complete  apparatus  was 
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in  the  neighborhood  of  S3(K).  In  the 
year  or  year  and  a  half  that  the  box 
was  in  use,  Robinson  did  all  his  tho- 
racic cases  with  the  patient's  head 
within  the  chamber  whether  the  pres- 
sure was  needed  or  not.  The  opera- 
tion and  anesthesia,  therefore,  could 
be  carried  on  in  the  usual  way  but  at 
any  indicated  moment  pressure  ap- 
plied. 

Without  the  help  of  a  Human 
Studies  Committee,  Robinson  was 
enough  of  a  clinical  scientist  to  test 
in  alternate  cases  another  form  of 
anesthesia  while  testing  the  positive 
pressure  box  method.  Quite  early  he 
discovered  the  usefulness  of  intra- 
tracheal anesthesia  and  described  at 
length  a  method  that  relied  upon 


insufflation,  or  positive  pressure  with 
a  face  mask.  He  did  not  arrive  at  the 
point  of  balloon  occlusion  of  the 
trachea.  He  found  the  intra-tracheal 
method  not  only  easier,  but  equally 
effective  — and  therefore,  as  a  conces- 
sion to  convenience,  the  box  was 
abandoned. 

There  are  very  few  references  to 
this  box  in  the  literature.  There  is 
also  no  trace  of  the  box  to  be  found 
at  the  present  time  at  MGH. 

Sam  Robinson  remained  at  MGH 
until  1912,  the  year  he  published,  with 
his  associate  Cleveland  Floyd,  "Arti- 
ficial Pneumothorax  as  a  Treatment 
of  Pulmonary  Tuberculosis"  in  Ar- 
chives of  Internal  Medicine.  Although 
he  had  done  a  great  many  experi- 
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Figure  •/.  Front  wall  of  cahinci  from  ihr  interior.  Inner  door  of  air  lock  open.  Shows 
spciikinti  lube  system.  \\\tter  manometer  Head  rest  inoi  padded),  inner  thin  ////)/)«•/ 
eolhtr  with  /nirte  slrinf>. 


mental  resections  in  Sauerbruchs  lab 
and  alst)  on  his  return  to  Boston,  he 
was  much  more  than  a  rabbit  and 
dog  surgeon,  in  19(W  he  did  his  first 
lobectomy  for  bronchiectasis.  This 
was  a  two-stage  procedure,  a  far  cry 
from  present  day  techniques,  but 
nonetheless  an  important  contribu- 
tion. With  an  unusual  disregard  for 
priorities,  he  did  not  report  this  case 
until  1916,  after  he  had  added  five 
more,  done  at  the  Mayo  Clinic. 

Sam  Robinson  left  Boston  in  1912. 
He  joined  a  former  Boston  surgeon. 
James  Mumford.  at  Clifton  Springs 
Sanitarium  in  New  York.  After  Mum- 
ford  died  in  1914.  Robinson  went  on 
to  the  Mayo  Clinic  to  be  chief  of 
thoracic  surgery  from  191.~>  to  1917; 
thence  to  San  Francisco  during  the 
War:  and,  finally,  to  Santa  Barbara, 
where  he  lived  and  practiced  until 
his  death  in  1947. 

Sam  Robinson  was  a  founding 
member  of  the  American  Associa- 
tion for  Thoracic  Surgery:  in  1923  he 
was  elected  president.  That  same  year, 
in  his  25th  Harvard  Reunion  Report, 
he  made  it  clear  why  he  left  the 
teaching  institutions  with  which  he 
had  been  asst)ciated.  In  1917.  after  a 
prolonged  haul  of  pneumonia  that 
had  seriously  limited  his  military  ser- 
vice, he  had  moved  to  Santa  Barbara 
in  search  of  a  climate  that  might 
prevent  the  frequent  attacks  of  bron- 
chitis and  pneunn)nia  that  had  plagued 
him  in  the  Fast.  With  a  note  oi  regret 
he  writes,  "In  practicing  surgery  now 
in  a  small  communily  1  am  resigning 
all  hopes  of  distinction  in  my  profes- 
sion. Better  health  is  my  consolation 
hiwe\er." 

The  ho\  was  only  one  of  Robin- 
•son's  nian\  coiiiribuiii>iis.  He  was  a 
pioneer  in  the  nianagenient  of  bron- 
chiectasis and  wrote  sensitively  of  the 
psych«,>logical  as  well  as  the  surgical 
aspects  of  the  disease.  He  was  a 
pioneer  in  collapse  iherajn  for  tu- 
berculosis and  with  I  lo\d  \Krole  a 
Miporb  jKipcr  on  the  subiecl  oi  artifi- 
cial pneumothorax  and  the  treatment 
of  this  disease.  The  es.say  is  a  model 
of  clinical  reporting-  a  graphic  ac- 
count of  the  de\aslaling  effects  of 
tuberculosis  in  \oung  patients. 

Sam  Robinsons  bov  is  long  fi>r- 
goiien.  but  lei  us  include  him  in  the 
band  o{  famous  men  we  prai.sc:  "Lead- 
ers of  the  pei>ple  b\  their  counsels, 
ami  b\  I  heir  knms  ledge  of  learning 
meet  ior  the  people:  wise  aiul  eK>- 
quent  in  their  instructions  ..."        D 
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Jimmy  on  Easter  Siindav.  1983. 


The  Homeless 


The  photographs  on  these  pages  are 
selected  from  an  exhibit  at  Countway 
Library  sponsored  by  the  Harvard 
Public  Interest  Health  Foundation,  a 
student  organization  interested  in  the 
improvement  of  the  health  status  of 
the  medically  disadvantaged. 

Boston  photojournalist  Jerry 
Berndt  began  this  project  at  the  in- 
ception of  Long  Island  Shelter  for 
the  Homeless  in  Boston  Harbor  in 
the  winter  of  1982.  An  emergency 
measure,  the  shelter  was  slated  to 
close  with  the  arrival  of  spring. 
Berndt's  photographs,  used  in  a  pre- 
sentation to  Boston  City  Council  in 
May  1982,  were  instrumental  in  keep- 
ing the  shelter  open.  This  winter  the 
facility,  which  originally  slept  100,  is 
expanding  to  350  beds. 

In  a  study  on  poverty  in  New  Eng- 
land, J.  Larry  Brown  of  Harvard  School 
of  Public  Health  concluded  in  Febru- 
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Photographs  by  Jerry  Berndt 

ary  1984,  "If  stated  in  medical  terms, 
the  hunger  we  saw  exists  in  epidemic 
proportions."  He  found  that  20.000 
people  were  served  by  food  programs 
in  the  Boston  area  in  January  1983 
alone. 

"I  began  photographing  the  home- 
less," Berndt  tells  us,  "in  an  attempt 
to  understand  who  they  are,  to  put  a 
face  on  the  problem— to  remind  my- 
self and  others  that,  in  the  midst  of 
all  the  data  and  statistics,  we  are 
dealing  with  people  and  their  lives. 
On  the  coldest  nights  in  1983  more 
Americans  slept  in  shelters  for  the 
homeless  than  in  any  winter  since 
the  Great  Depression.  I  wanted  to 
break  through  the  emotional  and 
intellectual  barriers  we  all  erect  to 
shut  out  unpleasantness  and  misfor- 
tune—and I  have  tried  to  use  pho- 
tography to  create  an  empathic  con- 
nection between  those  who  effect 


public  policy  concerning  the  home- 
less, and  the  people  themselves."  The 
photos  here  are  all  from  Long  Island 
Shelter. 

Berndt's  skills  have  often  been 
employed  by  the  Bulletin:  his  work 
can  be  seen  elsewhere  in  this  issue. 
His  work  also  appears  in  The  Boston 
Globe,  Newsweek,  Time.  Scientific 
American,  and  other  publications. 

The  HPIHF  was  founded  in  1981. 
It  has  given  grants  to  promote  com- 
munity health  education  and  promo- 
tion, including  a  recent  organization- 
al grant  for  the  Urban  Student  Health 
Project.  A  recently  formed  student 
group,  the  USHP  hopes  to  place  HMS 
students  in  health  programs  in  under- 
served  Boston  neighborhoods  for  the 
summer  between  their  first  and  sec- 
ond years. 


Check-in.  Februarv  1983. 


Ahmc:  Junct's  hushami  Jii'J. 
\lu'  lost  her  iiiHiiinu'iu.  aiul 
sU'pl  on  ihc  C  anihiiJi^f 
Common  on  a  rchniaiy  niiihi. 
IroMhiw.   I'KS.l  l.cti:  He 
hroiii>hl  his  family  up  from 
Ccori;i(i.  lo<)kinii  /*"'  »'>'A  and 
1/  i^ooJ  cJuciilion  for  the  kids. 
I  heir  money  run  <>ul  anil  ihiy 
were  foiinil  s/tuymi.'  in  flie 
snhnuv.  I'KSf. 


H\K\\Ri)MKnirM     M 


Olga  — raped  and  her  face  set  on  fire.  March  1983. 


Checking  for  lice,  1983. 
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Noreen.  the  nii^lu  nurse.  1983. 


Hii  ihiiiiiliicr  in  it  /nswr  lionu'.  Moilwr's  Day.  /'AS'.v 
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The  Travel  Program  Of 


Alumni  Flights  Abroad 


This  is  a  private  travel  program  especially  planned  for  the  alumni  of  Harvard,  Yale,  Princeton  and  certain  other 
distinguished  universities.  Designed  for  the  educated  and  intelligent  traveler,  it  is  specifically  planned  for  the  person 
who  might  normally  prefer  to  travel  independently,  visiting  distant  lands  and  regions  where  it  is  advantageous  to  travel 
as  a  group.  The  itineraries  follow  a  carefully  planned  pace  which  offers  a  more  comprehensive  and  rewarding  manner  of 
travel,  and  the  programs  include  great  civilizations,  beautiful  scenery  and  important  sights  in  diverse  and  interesting 
portions  of  the  world: 

TREASURES  OF  ANTIQUITY:  The  treasures  of  classical  antiquity  in  Greece  and  Asia  Minor  and  the  Aegean  Isles, 
from  the  actual  ruins  of  Troy  and  the  capital  of  the  Hittites  at  Hattusas  to  the  great  city-states  such  as  Athens  and  Sparta 
and  to  cities  conquered  by  Alexander  the  Great  (16  to  38  days).  VALLEY  OF  THE  NILE:  An  unusually  careful  survey 
of  ancient  Egypt  that  unfolds  the  art,  the  history  and  the  achievements  of  one  of  the  most  remarkable  civilizations  the 
world  has  ever  known  (19  days).  MEDITERRANEAN  ODYSSEY:  The  sites  of  antiquity  in  the  western  Mediterra- 
nean, from  Carthage  and  the  Roman  cities  of  North  Africa  to  the  surprising  ancient  Greek  ruins  on  the  island  of  Sicily, 
together  with  the  island  of  Malta  (23  days). 

EXPEDITION  TO  NEW  GUINEA:  The  primitive  stone-age  culture  of  Papua-N^ti'  Guinea,  from  the  spectacular 
Highlands  to  the  tribes  of  the  Sepik  River  and  the  Karawari,  as  well  as  the  Baining  tribes  on  the  island  of  New  Britain 
(22  days).  The  SOUTH  PACIFIC:  a  magnificent  journey  through  the  "down  under"  world  of  New  Zealand  and 
Australia,  including  the  Southern  Alps,  the  New  Zealand  Fiords,  Tasmania,  the  Great  Barrier  Reef,  the  Australian  Out- 
back, and  a  host  of  other  sights.  28  days,  plus  optional  visits  to  South  Seas  islands  such  as  Fiji  and  Tahiti. 

INDIA,  CENTRAL  ASIA  AND  THE  HIMALAYAS:  The  romantic  world  of  the  Moghul  Empire  and  a  far-reaching 
group  of  sights,  ranging  from  the  Khyber  Pass  and  the  Taj  Mahal  to  lavish  forts  and  palaces  and  the  snow-capped 
Himalayas  of  Kashmir  and  Nepal  (26  or  31  days).  SOUTH  OF  BOMBAY:  The  unique  and  different  world  of  south 
India  and  Sri  Lanka  (Ceylon)  that  offers  ancient  civilizations  and  works  of  art,  palaces  and  celebrated  temples,  historic 
cities,  and  magnificent  beaches  and  lush  tropical  lagoons  and  canals  (23  or  31  days). 

THE  ORIENT:  The  serene  beauty  of  ancient  and  modern  Japan  explored  in  depth,  together  with  the  classic  sights  and 
civilizations  of  southeast  Asia  (30  days).  BEYOND  THE  JAVA  SEA:  A  different  perspective  of  Asia,  from  headhunter 
villages  in  the  jungle  of  Borneo  and  Batak  tribal  villages  in  Sumatra  to  the  ancient  civilizations  of  Ceylon  and  the 
thousand-year-old  temples  of  central  Java  (34  days). 

EAST  AFRICA  AND  THE  SEYCHELLES:  A  superb  program  of  safaris  in  the  great  wilderness  areas  of  Kenya  and  Tan- 
zania and  with  the  beautiful  scenery  and  unusual  birds  and  vegetation  of  the  islands  of  the  Seychelles  (14  to  32  days). 

DISCOVERIES  IN  THE  SOUTH:  An  unusual  program  that  offers  cruising  among  the  islands  of  the  Galapagos,  the 
jungle  of  the  Amazon,  and  astonishing  ancient  civilizations  of  the  Andes  and  the  southern  desert  of  Peru  (12  to  36  days), 
and  SOUTH  AMERICA,  which  covers  the  continent  from  the  ancient  sites  and  Spanish  colonial  cities  of  the  Andes  to 
Buenos  Aires,  the  spectacul^  Iguassu  Falls,  Rio  de  Janeiro,  and  the  futuristic  city  of  Brasilia  (23  days). 

In  addition  to  these  far-reaching  surveys,  there  is  a  special  program  entitled  '  'EUROPE REVISITED,  ' '  which  is  design- 
ed to  offer  a  new  perspective  for  those  who  have  already  visited  Europe  in  the  past  and  who  are  already  familiar  with  the 
major  cities  such  as  London,  Paris  and  Rome.  Included  are  medieval  and  Roman  sites  and  the  civilizations,  cuisine  and 
vineyards  of  BURGUNDY  AND  PROVENCE;  medieval  towns  and  cities,  ancient  abbeys  in  the  Pyrenees  and  the 
astonishmg  prehistoric  cave  art  of  SOUTHWEST  FRANCE;  the  heritage  of  NORTHERN  ITALY,  with  Milan,  Lake 
Como,  Verona,  Mantua,  Vicenza,  the  villas  of  Palladio,  Padua,  Bologna,  Ravenna  and  Venice;  a  survey  of  the  works  of 
Rembrandt,  Rubens,  Van  Dyck,  Vermeer,  Brueghel  and  other  old  masters,  together  with  historic  towns  and  cities  in 
HOLLAND  AND  FLANDERS:  and  a  series  of  unusual  journeys  to  die  heritage  of  WALES,  SCOTLAND  AND 
ENGLAND. 

Prices  range  from  $2,225  to  $5,895.  Fully  descriptive  brochures  are  available,  giving  the  itineraries  in  complete  detail.  For 
further  information,  please  contact: 

Alumni  Flights  Abroad 

Department  HMS  22 
A.F.A.  Plaza  425  Cherry  Street 

Bedford  Hills,  NY  10507 

TOLL  FREE  1-800-AFA-8700 

N.Y.  State  (914)  241-0111 


